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SOME OBSTETRICAL ASPECTS OF CARDIAC DISEASE 
COMPLICATED BY PREGNANCY* 


BY H. B. NELSON, M.D.,f AND M. F. EADES, M.D.t 


T has been frequently said that women with 

heart disease have easier and shorter labors 
than when no cardiac disease is present. In 
order to verify this statement, it was decided 
to analyze the histories of a large series of preg- 
nant patients with known organic heart disease 
where sufficient data were present regarding 
their labors to make satisfactory observations. 
Such material was available through the ear- 
diae clinie of the Boston Lying-In Hospital. 
The patients had been individually studied and 
their condition diagnosed as organic heart dis- 
ease by our cardiologist, Dr. B. E. Hamilton, 
and his staff. All were women with compen- 
sated or decompensated organic heart disease 
who entered the Boston Lying-In Hospital, 
either through the cardiac clinie or as emergency 
cases during the years 1922-1932 inclusive. Dur- 
ing this period, 530 pregnant women with or- 
ganic heart disease were treated. Because of 
various omissions in the records, for our pur- 


pose only 495 records were available for this 
study. 


FAILURE DURING PREGNANCY 


Management of the cardiac patient aims to 
anticipate failure, recognize it early, and if it 
oceurs, to treat it in the most appropriate man- 
ner. 

Hamilton found an incidence of cardiac dis- 
ease at the Boston Lying-In Hospital of 500 
eases in 45,069 deliveries, or 1.1 per cent. Wat- 
son reported from Sloane Hospital for Women 
240 cases in 18,000 deliveries, or 1.3 per cent. 
One finds in the textbooks of obstetrics very 
vague statements regarding the occurrence of 
failure during pregnancy. In the literature, con- 
clusions are frequently based on relatively few 
eases. Certain aspects of vascular physiology 
would seem to have a definite and direct bear- 
ing on these problems. Neubauer, and Rown- 
tree and Brown have demonstrated an increased 
blood volume in normal human gestation. The 
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latter workers show this change to result from 
an increased plasma volume. Stander, Duncan, 
and Sisson have reported an increased minute 
volume output of the heart in animals and in 
human beings during pregnancy. In normal 
women they demonstrated that the cardiac out- 
put begins to rise at the fourth month of preg- 
nancy and progressively increases until full 
term is reached. At that time it assumes a 
value of fifty per cent above normal. In other 
words, pregnancy imposes a progressive load on 
the heart from the fourth month until term. 
We should expect, therefore, to encounter car- 
diac failure during pregnancy in proportion 
as this burden on the cardiovascular system is 
increased. 


Of this group of 495 patients with organic 
heart disease, seventy-six or 15.3 per cent de- 
veloped frank decompensation during pregnancy 
or labor. Primary postpartum decompensation 
did not occur in any of this group, although 
six patients decompensated during labor. Sev- 
enty patients, or 92.1 per cent of decompensated — 
eardiacs had their heart failure during preg- 
nancy. In this group 47.3 per cent of the fail- 
ures occurred during the seventh and eighth 
months of pregnancy. The incidence of cardiac 
decompensation during the various months of 
pregnancy and during labor is shown in Chart I. 


INCIDENCE OF FAILURE DURING PREGNANCY 


PUFRPE 


NUMBER OF CASES 


2. 3 4. 2 


76 CASES 


MONTHS OF PREGNANCY 


CHART I. Note the marked increase in failure during the 
seventh and eighth months of pregnancy. 


LENGTH OF LABOR 


It has been commonly taught, and we have 
heard it repeatedly stated, that patients with 
heart disease have easier and shorter labors than 
comparable normal patients. In explanation 
it was stated that the increased congestion of 
the cervix as a result of poor peripheral circula- 
tion produced abnormal softening, thus facilitat- 
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ing easy dilatation. In the recent literature, 
little is said regarding this matter. Daly states 
that the labor is ‘‘usually shorter and less 
strenuous in ecardiacs’’. He says further that 
‘*spontaneous labor and delivery is usually safe. 
The labors are short and easy as a rule unless 
there is an obstetric complication.’’ 


Corwin, Herrick, Valentine, and Wilson in 
196 cases of pregnancy and heart disease give 
an average first stage of labor as eleven and a 
half hours. They state that these patients were 
delivered in order to shorten the second stage 
of labor, so the statistics for the short second 
stage show only the average duration of second 
stage labor before artificial termination. Mac- 
Lennan, in a series of thirty-eight cases of defi- 
nite heart disease and pregnancy, noted an av- 
erage duration of eight hours in primiparous 
and six hours in multiparous labors. In our 
series 333 patients were delivered by the pel- 
vie route. Ninety-two were primiparae and 241 
were multiparae. The duration of labor was 
considered to extend from the first painful con- 
traction until the birth of the placenta. The 
duration of labor in this group is shown in 
Chart II. According to Williams and to 


MULT! PARAE 


PRIMIPARAE 


CHART II. Duration of labor in normal cases and in patients 
with organic heart disease. The heavy columns represent the 
latter group. 


De Lee, the average duration of labor in normal 
primiparae is eighteen hours, and in multiparae 
twelve hours. This series, as shown by the chart, 
shows no comparative shortening of labor in the 
cardiac group. On the contrary since one half 
of this group had artificial termination of the 
second stage the average length of labor would, 
in this group, have been higher than the aver- 
age normal. 


DELIVERY 


Following the teaching of our cardiologist, 
the policy of this clinic has been to deliver car- 
diae patients by the easiest possible method from 
the standpoint of the mother. Generally the 
plan has been to deliver all patients with com- 
pensated heart disease by the pelvic route if no 
obstetrical contraindication was present. These 
patients were theoretically to be delivered at 
the end of the first stage of labor by low for- 
ceps in order to obviate the straining associated 
with the second stage of labor. How unsuc- 
cessful we were in accomplishing this will be 
shown in a later chart. Further, in this clinic, 
it is the rule that pregnant cardiac patients 
who had previously failed, were in failure, or 
had an indicative obstetrical complication, 
should be delivered by cesarean section. This 
was based on the assumption that this method 
of delivery best conserved the interests of mother 
and baby. We are aware that differences of 
opinion exist relative to this policy. During 
the period this group of cases was observed, 
these policies have been carried out as stated, 
and we have no comparable series of previous- 
ly decompensated or actual decompensated car- 
diac patients where pelvic delivery has been 
the method of choice. 

In this group of 495 cardiac patients, 333 or 
67.3 per cent were delivered by the pelvie and 
162 or 32.7 per cent by the abdominal route. 

Of the group delivered through the pelvis, 
it will be noted that 241 were multiparae, al- 
most three times the number of primiparae so 
delivered. It will also be noted that a very 
small fraction of patients in decompensation 
were delivered from below: 1.8 per cent of the 
primiparae and 6.9 of the multiparae. In those 
eardiae patients who were delivered by the pel- 
vie route, it was the aim to eliminate the ‘‘bear- 
ing down’”’ efforts of the patient by effecting de- 
livery under full anesthesia at full dilatation of 
the cervical os. This was thoroughly impressed 
both upon the house and visiting staff. To our 
knowledge, constant, conscientious effort has 
been made to accomplish this. How successful 
these efforts were is demonstrated by the fact 
that spontaneous deliveries occurred in 33.3 per 


cent of all cases (table 1). It is surprising to 


TABLE 1 
PELVIC DELIVERIES WITH RELATION TO SECOND STAGE OF LABOR 


Multiparae 


Num- 
ber 


Total 


Num- Per 
Cent ber Cent 


Primiparae 


Per Num- Per 
Cent ber 


Without Second Stage 69 
With Second Stage Shortened 19 
With Complete Second Stage 153 


Total 241 


28.2 52 56.52 121 36.33 
7.8 27 29.31 46 13.81 
63.4 13 14.1 166 49.84 


Total 92 Total 333 
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note that 63.4 per cent of the multiparae and 
14.1 per cent of the primiparae were delivered 
with complete second stage of labor in spite of 
constant effort to eliminate it. Watson has re- 
ported an incidence of 45.5 per cent normal de- 
liveries in 240 cardiac labors. It is easy to ap- 
preciate that in many multiparae -the complete 
dilatation of the cervix is practically synchro- 
nous with the appearance of the head on the 
perineum. With the larger percentage of non- 
viable and premature infants following spon- 
taneous premature labor in these serious cases 
of heart disease it is not surprising that there 
should be an increase of rapid second stage and 
of precipitate labors. In the primiparae this is 
somewhat more difficult to explain. Unfortu- 
nately in these groups we do not have the data 
on what percentage was nonviable or prema- 
ture. These factors we feel go far in explana- 
tion of these apparent discrepancies in treat- 
ment. 

It is probable that in certain instances the 
attendant may not have kept sufficiently close 
observations of the patient to anticipate full 
dilatation of the cervix. Parenthetically, we 
know of no way to conduct these labors, espe- 
cially in multiparae, so as to insure delivery at 
full dilatation, except to be with the patient 
constantly once dilation of the cervix begins. 
Depending on progress, one should make prepar- 
ations for delivery before full dilatation has been 
reached and not wait until this has occurred. 
Frequent rectal examinations should keep the 
observer informed as to progress. This ele- 
mentary procedure is of utmost importance in 
conducting cardiae labors with a view to avoid- 
ing second stage labor. 


METHODS OF DELIVERY 


The methods of delivery in the 333 patients 
delivered through the pelvis are shown in Chart 


10 20 30 40 so 60 70 
PER CENT 


NORMAL DELIVER 


MID FORCEPS 


HIGH FORCEPS q 


BREECH EXTR. 


INT. POD version) 


MULTIPARAE 


CHART III. Types of pelvic delivery. Note the low incidence 
of difficult operative procedures. 


92 CASES 
241 CASES 


III. The small number of difficult operative 
deliveries is to be noted. High forceps were 
used in only one instance. The total of mid 
forceps deliveries, twelve per cent, and relative- 


ly large percentage of low forceps deliveries 
represent an effort to deliver the patients at 
full dilatation in order to eliminate the second 
stage of labor. Drop ether was the anesthetic 
used almost entirely. 

In the group of 162 cases, which was 32.7 per 
cent of the total number, thirty-five cases, or 
21.5 per cent, of abdominal deliveries represent 
early termination of pregnancy by either hys- 
terotomy or hysterectomy. The remainder were 
delivered by classical cesarean section under 
some form of local anesthesia or under drop 
ether when a general anesthetic was used. The 
classical type of cesarean section has been used 
because its technique is simple, rapid, and in- 
volves little disturbance of the viscera. Since 
the operation in this cardiac group is usually 
one of election, or when the patient has had lit- 
tle labor, the use of the classical operation has 
presented certain advantages, and in our opin- 
ion no increased risk over the lower segment 
type of operation. 


STERILIZATION 


Since definite organic heart disease does not 
improve but becomes worse with increasing age, 
and because it is common clinical knowledge 
that each pregnancy takes its toll of the al- 
ready damaged heart, it is obvious that re- 
peated pregnancies in such patients sooner or 
later lead to a medical impasse. We are not 
concerned here with the proper advice to the 
nulliparous patient with organi¢e heart disease. 
In this elinie we advise sterilization to any pa- 
tient whose heart has decompensated previously 
or decompensates during pregnancy or labor. 
This leaves a large group who must be con- 
ducted on their individual merits. In general, 
if the patient has a cesarean section as the easi- 
est method of delivery because of a serious car- 
diae condition, we feel that sterilization is also 
indicated. In those patients who are well com- 
pensated during their first pregnancies but who 
show increasing heart strain during subsequent 
ones, we are inclined to advise sterilization after 
two or three pregnancies when this is evident. 
In short, the cardiac patient after childbearing 
has occurred becomes of increasing social value 
to her family, and sterilization is advised to pro- 
tect her life and health from the strain of pos- 
sible future pregnancies. 

Of the entire group of patients here studied, 
117 or 23.6 per cent of the total group were 
sterilized. Thirty-six or 7.25 per cent aborted 
or were terminated early in pregnancy. As is 
shown in table 2, the majority were sterilized 
at the time of cesarean section. Sixty-nine 
women or 54.3 per cent of 127 deliveries by 
cesarean section were sterilized. It must be 
clearly understood that cesarean section was 
performed because of the heart disease pri- 
marily in the great majority of cases, and ster- 
ilization was only an incidental operation per- 
formed at that time. We do not believe that 
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medical desire for sterilization is an indication 
for cesarean section. Those cases who were de- 
livered through the pelvis and who consented 
to sterilization had this operation performed at 
a subsequent period varying from the second 
week of the puerperium to several months later. 
Vaginal sterilization was performed in a small 
series. The methods used consisted of hyster- 
ectomy of the early pregnant uterus, excision of 
the cornua, Pomeroy’s method, and the oper- 
ation devised by Irving. Complete data on the 


TABLE 2 
CHART 


Sterilization 


During Cesarean 

Early Hysterotomy 

Early Hysterectomy 

Cesarean and Hysterectomy 

Following Low Forceps Delivery 5 
Following Normal Delivery z 
Following Complete Abortion 1 


—— 


Total 117 


stetrician in handling these patients. Careful 
individualization of delivery of methods and 
of anesthetics is necessary. We are not con- 
vineed that anyone can state arbitrarily which 
is the easiest method of delivery. Sterilization 
of all serious cardiac patients has undoubtedly 
diminished the percentage of cases in failure 
and indirectly the mortality rate. It has di- 
minished the number of severe cardiac patients 
who would have repeated pregnancies until fail- 
ure and death occurred. We feel that this mat- 
ter is one of some importance. 

The relative incidence of death with or with- 
out failure in patients delivered by pelvic and 
by abdominal methods is shown below. (Table 
3.) In those patients who had cardiac fail- 


TABLE 3 
Maternal Num- Per 
Deaths ber Cent 


Pelvic Delivery without Failure 6 26 

Pelvic Delivery with Failure 5 21.7 
Abdominal Delivery without Failure + 17.3 
Abdominal Delivery with Failure 8 34.7 


Total 23 


suecess of the various methods employed were 
not compiled. 


MATERNAL MORTALITY 


During the period of this study twenty-nine 
out of 530 cases died—a total gross mortality 
of 5.4 per cent. Six deaths occurred in unde- 
livered patients and were not considered in 
this group. In the 495 delivered cases anal- 
yzed, twenty-three died, a mortality of 4.6 per 
cent. This mortality figure was applied to these 
delivered patients during their routine twenty- 
four day postpartum stay in the hospital. These 
mortality rates compare favorably with pub- 
lished statistics of recent years. Reid, in an 
analysis of 830 pregnant cardiac patients, found 
a mortality of 5.1 per cent. In the particular 
group of 500 cases studied by Hamilton and 
Carr, the mortality rate was 6.4 per cent. This 
is an average mortality rate which has di- 
minished from a rate of twelve per cent twelve 
years ago to a rate of three per cent the last 
few years. As these authors point out, one must 
take into account that approximately one-half 
of the cases were referred into the hospital as 
emergencies and had not previously been under 
the care of the institution. In most cases there 
had been little prenatal care, and usually no 
medical supervision of the cardiac condition. 
This same situation obtained in the group which 
we have studied. In this clinic, we feel that 
even under these circumstances the major credit 
for the decrease in the mortality rate should 
go to the cardiologist. He has taught us that 
the great necd of these patients is a restricted 
régime of living and rest. Of probably less im- 
portance is the knowledge gained by the ob- 


ure, eight deaths, 34.7 per cent of the mortality 
group, occurred in abdominal deliveries, and 
five, 21.7 per cent, in the pelvic deliveries. This 
does not mean that abdominal delivery per se 
carries this increased mortality rate, as the most 
serious cases were electively delivered by this 
method. This group would have carried a 
higher mortality rate by any method of deliv- 
ery. The factor of failure at the time of de- 
livery did not seem to have increased the mor- 
tality risk to a great extent. Of the twenty- 
three deaths, it will be noted ten patients, 43.3 
per cent, who died were not in failure at the 
time of delivery. 

Of those patients not in failure, six patients, 
twenty-six per cent, delivered through the pel- 
vis, died, as opposed to four, 17.3 per cent, in 
which abdominal delivery was used. 


SUMMARY 


1. A series of 495 patients with rheumatic 
heart disease complicated by pregnancy has been 
analyzed. 


2. Ninety-two per cent of the cardiac fail- 
ures occurred during pregnancy. 


3. Forty-seven per cent of the failures occurred 
in the seventh and eighth months of pregnancy. 
If a pregnant cardiac patient is able to go 
through the eighth month of pregnancy without 
failure, her chance of decompensation with 
proper care during the ninth month or during 
delivery should be relatively small. 


4. We were unable to demonstrate in this series 
of cases that the cardiac patient has any shorter 
or easier labor than the normal woman. 
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5, Sixty-seven and three-tenths per cent of 
these patients were delivered by the pelvic and 
32.7 per cent by abdominal route. The major- 
ity of patients in actual decompensation had 
abdominal deliveries. In spite of our attempts 
to obviate the second stage of labor, 63.4 per 
cent of the multiparae and 14.1 per cent of the 
primiparae were delivered normally, an inci- 
dence of 49.8 per cent of normal deliveries for 
the entire group. 


6. The low incidence of difficult pelvic deliv- 
eries is to be noted; also the increased incidence 
of easy artificial termination in an effort to 
obviate the second stage of labor. 


7. Sterilization was performed in 23.6 per cent 
of the cardiac cases. 


8. In the 495 cases here studied, the mortality 
rate was 4.6 per cent. 


9, The incidence of mortality was little higher 
in patients delivered in failure than in those 
without. 


10. The importance of treating the pregnant 


cardiac patient primarily as a medical problem 
and secondarily as an obstetrical problem is 


emphasized. 
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WHOOPING COUGH AND ITS PREVENTION* 


BY LOUIS SAUER, M.D.t 


HE Cutter Lecture in Preventive Medicine 

by Madsen’, a decade ago, inspired Ameri- 
can students of the pertussis problem. The first 
paper on the Danish cough plate method of 
early diagnosis to appear in this country, was 
that of Lawson and Mueller? who wrote: ‘‘ Dur- 
ing the winter and spring of 1925-6, the Com- 
mission for the Study of Whooping Cough 
studied the disease at the On-Shore Department 
of the Boston Floating Hospital.’’ They con- 
cluded: ‘‘The method has a wider range of 
usefulness than was at first expected. Carriers, 
second eases, and suspected cases, in which the 
patient never whoops, all of which would other- 
wise remain undetected, may be diagnosed by 
bacteriologiec studies. During the catarrhal 
stage, positive cultures may be obtained with 
considerable regularity. As the disease progress- 
es, there is a coincident decline in the percent- 
age of positive cultures.’’ This aid in early 
diagnosis, discovered by Chievitz and Meyer, 
has been in use at the Evanston Hospital since 
1925; plates have been exposed to about 500 
private pertussis patients. Late in 1932, the 
Michigan State Department of Health, chiefly 
through the efforts of Doctor Kendrick and Miss 
Eldering’, made the cough plate method of 
early diagnosis available to the physicians of 
Grand Rapids and Lansing. In less than two 


*Read at New England Pediatric Society, March 22, 1935. 

+Sauer, Louis—Associate in Pediatrics, Northwestern Univer- 
sity Medical School, Chicago. For record and address of author 
see “This Week’s Issue,’’ page 1101. 


years over a hundred Michigan physicians have 
had local health department technicians expose 
plates to more than a thousand children with 
suspicious coughs. Table 1, A, gives the per- 


TABLE 1 
OUGH PLATE. 


(PERCENT POSITIVE 4,432 CASES) 
PER CENT 


WEEKS OF DISEASE 4 


PERCENT| AGE DISTRIBUTION OF 400 PRIVATE PATIENTS 


centage .of positive cough plates in 4,432 col- 
lected cases. The earlier that plates are ex- 
posed, the more likely will they be found posi- 
tive. Negative plates do not exclude the disease. 
The surface of the medium should be cherry- 
red, smooth and moist; the technician, entrusted 
with the exposure and subsequent examination 
of incubated plates, should be familiar with the 


vagaries of B. pertussis colonies and stained 
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smears. Erroneous laboratory reports bring this 
valuable laboratory aid into unwarranted dis- 
repute. Over a score of original papers on the 
Danish cough plate method of early diagnosis 
have appeared in this country since Madsen ac- 
quainted us with it. 


The Danish State Serum Institute pertussis 
vaccine contains, since 1916, approximately 
10,000 million bacilli per cubic centimeter. To 
this day they recommend 0.5, 0.7, and 1 ce. at 
three to five-day intervals, a total of 2.2 ec. 
In all, 2700 Danish and Faroe Islands patients 
had been injected up to 1924. Madsen said: 
‘*No absolutely sure prophylactic effect was ob- 
tained three hundred and sixty-four 
children were vaccinated, one to three months 
before being exposed; in spite of this they all, 
without exception, caught whooping cough.’’ 
He concluded: ‘‘Shall we do away with whoop- 
ing cough entirely? Of course that is our future 
ideal.’’ 

Von Sholly, Blum and Smith* of the Bureau 
of Laboratories of the New York City Health 
Department, in a critique on pertussis vaccine, 
warn against drawing conclusions about per- 
tussis vaccine, without making a critical: com- 
parison with control cases. They point out that 
members of the same family, ill with whooping 
cough at the same time, have the disease in vary- 
ing severity; some escape entirely. The per- 
sonal equation of the examiner must also be 
reckoned with. Many mothers are anxious to 
please the physician; others exaggerate, hoping 
for better treatment; or, they lessen symptoms 
so that the quarantine will be shortened. Con- 
trol cases were injected with B. influenzae vac- 
cine or with diluted milk. In recording results, 
the investigators did not know with which prep- 
aration the child had been injected. In sum- 
mary they state: ‘‘Of the children exposed to 
whooping cough in their immediate family, 19 
received injections of influenzae vaccine, and 
30, injections of pertussis vaccine; none devel- 
oped characteristic pertussis. Of 700 exposed 
children in 243 families, 174 (24.8 per cent) 
escaped.’’ The shortest course was in unvacci- 
nated controls, or in children injected with 
diluted milk. They conclude: ‘‘More eritical 
observations with controls for comparison must 
be made before the case can be made out for 
the curative and prophylactic value of a spe- 
cifi¢ pertussis vaccine.’’ The ages of the chil- 
dren who escaped are not mentioned; nor do 
they give the basis on which a diagnosis of 
whooping cough was made. 

Convinced of the inefficacy of commercial 
pertussis vaccine, it had been discontinued sev- 
eral years before Madsen’s paper appeared. AI- 
though the Danish results, with a total of 2.2 ee. 
of their potent vaccine, were not very striking, 
we began to make pertussis vaccine at the Evans- 
ton Hospital in 1925. Because Miss Hambrecht 
had noted that the hemolytic zone was usually 


more pronounced in colonies recently isolated by 
the aid of the cough plate, five to seven such 
fresh strains were used each time that vaccine 
was made. Our culture medium has always 
been made with human blood, as we planned to 
give larger doses, and wanted a vaccine free 
from unnecessary hazards. To carry over as 
little of the culture medium as possible, the 
growth was scraped off. Made without alien 
blood, it was not necessary to ‘‘wash’’ this vac- 
cine, whereby soluble antigen might be dis- 
earded. The vaccine contains no alien pro- 
tein, formaldehyde or other denaturizing agent. 
It is refrigerated until used. Neither in the 
Cutter Lecture, nor in the writings of Chievitz 
and Meyer’ is the age of the strains used in 
vaccine production, mentioned.* 

Between 1925-8, a hundred private pertus- 
sis patients (and definitely exposed nonim- 
munes) were given a total of 2 ce. to 5 ee., di- 
vided into three doses, and injected at three 
or four-day intervals. Such data as: stage of 
the disease, age, season, hygienic care, duration, 
severity and complications were recorded. At 
the same time, similar data were kept on a 
hundred untreated pertussis patients. The per- 
centage of mild (30 per cent), average (50 per 
cent), and severe (20 per cent) cases, in the in- 
jected and noninjected groups, were about alike. 
We concluded: ‘‘Such variation in the severity 
of the disease in the vaccinated and the unvac- 
cinated makes it difficult to evaluate vaccine 
therapy. The simultaneous occurrence of mild 
and severe whooping cough in families who re- 
ceived the vaccine, and in the institutions in 
which no vaccine was given, indicates that the 
course is more dependent on the immunity re- 
sponse of the individual and his ability to re- 
sist secondary infections than on the virulence 
of the strain or the influence of vaccine. The 
high mortality during infancy, when the mor- 
bidity rate is relatively low, because of lack 
of exposure, is primarily due to the infant’s 
inability to ward off secondary infections. 
Aside from the age, other subjective factors, 
such as the previous health, nutritional state, 
appetite and stability of the central nervous 
system, seem to influence this immunity re- 
sponse. External factors, such as the season 
of the year, the food, exposure to secondary in- 
fections (colds, influenza, enteritis), and nurs- 
ing care, are equally important. Infants and 
young children should have aseptic nursing, 
to prevent secondary infections.’’® 

From what was known about the prevention 


*Madsen® recently wrote that the Danish vaccine is being 
made from fresh strains; and Miller? stated, last year, that 
the State Serum Institute vaccine “is made from strains iso- 
lated within the three previous weeks (obviously such a polyv- 
alent vaccine can only be prepared at a Cough Plate Diagnostic 
Station).” Their strains are kept on B-G medium until inocu- 
lated on “vaccine medium” (3 parts nutrient-calf agar, 2 parts 
potato-glycerin agar and 2 parts defibrinated horse blood). 
The three day growth is washed into 1 per cent formalin 
(0.4 per cent formaldehyde solution in physiological sodium 
chloride); after a week it is centrifuged and resuspended in 
0.5 per cent phenol in physiologic sodium chloride and stand- 
ardized to 10,000 million bacteria per cubic centimeter. 
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of typhoid fever by the injection of potent ty- 
phoid vaccine, it seemed logical that our antigen 
might actively immunize infants and young 
children, if injected in sufficient amount, suffi- 
ciently long before actual exposure occurred. 
Since 1928, a total of 8 cc. has been given as 
an immunizing agent. Nonexposed, nonimmune 
older infants and young children were chosen. 
The first 394 were selected private patients whose 
past medical histories were accurately known 
since infaney. Families with, also, older or 
younger nonimmune children (controls), were 
given preference. ‘To produce minimal local 
and systemic reactions, the first 109 children 
were given 1 ce. weekly (in alternate arms), for 
eight suecessive weeks. Then, for about a year, 
1 ee. was injected, simultaneously, in each arm 
for four suecessive weeks. Since 1931, the vac- 
cine has been injected as follows: one cubie cen- 
timeter is injected just under the skin in the 
deltoid region of each arm; one week later, 
1.5 ee. is injected in the biceps region of each 
arm; one week thereafter, 1.5 ee. is injected in 
the triceps region of each arm®. Syringe and 
needle are sterilized by heat (oven at 250°F. 
for 1 hour); the rubber cap of the vaccine 
vial, and the skin at the site of the injection, 
are briskly rubbed with sterile gauze or cotton, 
saturated with aleohol. More than 11,000 in- 
dividual injections have been given by me with- 
out a vesicle, pustule, infection or sear at the 
site of injection. Each mother is told, just 
before or after each injection, that nothing 
should be applied locally. Reactions are chiefly 
local, although a transient rise in temperature 
may occur within four to thirty-six hours after 
an injection. No local or systemic reaction has 
been sufficiently severe to postpone a subsequent 
injection. The local tenderness, redness and in- 
duration do not always occur; they are usually 
absent in young infants. The peak is usually 
reached within twenty-four hours; in some in- 
stances a small, circumscribed, residual indura- 
tion of the skin or a subcutaneous nodule may 
be palpable for a few weeks. The latter is 
rarely as large or persistent as that following 
alum toxoid injections. Reassurance by the 
physician, when an injection is given, allays 
unnecessary apprehension; for the same rea- 
son, the mother is requested not to take the 
child’s temperature. Should the child feel 
feverish or indisposed, it is advisable to keep 
him quiet and to reduce or omit the next 
meal. As a rule, the younger the child, the 
more likely will there be no local or systemic 
reaction. We have not encountered any reac- 
tion as severe as the mildest smallpox vaccina- 
tion. When the vaccine is properly adminis- 
tered, no untoward effect should occur. This vac- 
cine, devoid of alien protein, will not sensitize, 
nor will it cause anaphylactic reactions, serum 
sickness or the Arthus phenomenon. As the 
reactions have not been severe, attempts to 


detoxify the antigen seem superfluous, and 
might lessen its immunizing qualities. Should 
a severe reaction follow an injection, the sub- 
sequent injection might be postponed a few 
days; or, it might be better to give only 1 ce. 
in each arm, the next week, with an extra, bi- 
lateral injection, a week after the third, until 
a total of 8 cc. has been given. 


During the first few years, white cell blood 
counts and differential white cell blood counts 
were made before the first injection, and at the 
time of the last injection. In over 60 per cent 
of the latter, the counts ranged from 12,000 to 
15,000 per cubic millimeter, in several it exceed- 
ed 25,000; in about 15 per cent, no increase 
was noted. In most instances the rise was due 
to an increase in the number of small lympho- 
cytes in the circulation. In some, the total lym- 
phocytes exceeded 80 per cent. This vaccine, 
therefore, not infrequently influences the blood 
picture as does the disease’. 

Table 2 forms the basis of proof that 8 ce. 


TABLE 2 


BASsIs OF Proor THAT 8 cc. VACCINE CONFERS 
IMMUNITY* 


(Exposure 4 months to 7 years after injection) 


Vaccine Num-_ Ex- Ex- Failures 
ber posure posure 
In- in Casual 
ject- Fam- 
ed ily 
8 ce. 394 27 124 1 
Evanston Vac. (abortive) 
1928-32 injected 
after 
measles 
8 ce. 612 35 28 5 
Approved Vac. (2 injected 
No. 1 after 
1932- measles) 
8 ce. 203 
Approved Vac. 
No. 2 
1934- 
Total 1209 62 152 6 
6 ec. 400 2 4 4 
Approved Vac. Neonatal (all 
1932-4 (“Cradle”) mild) 
Infants 


*Ninety per cent of injected children did not contract pertussis 
when exposed. 


of the vaccine confers immunity in a very high 
percentage of nonimmunes. The average age of 
the 1609 children, at the time of injection, was 
about eleven months. About two-thirds of them 
were less than two years of age; only 166 were 
over four years (mostly kindergartners). To 
determine whether the very young infants can 
elaborate active immunity from the vaccine, 
400 homeless (‘‘Cradle’’) infants (average age 
six weeks) received a total of 6 ec. of an ap- 
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proved vaccine. Reactions were usually absent. 
Four of the six, exposed more than four months 
later (subsequent to their legal adoption), con- 
tracted mild pertussis; two escaped. Each in- 
fant is now given the customary total dosage of 
8 ce. In the course of years, definite informa- 
tion should be available in regard to the ear- 
liest age at which immunization against per- 
tussis should be attempted. 

In seven years, twenty-seven of the 394 chil- 
dren injected with vaccine made at the Evans- 
ton Hospital, were intimately exposed for weeks 
to their brothers or sisters (controls) who had 
unquestionable whooping cough. All but one 
escaped; the latter contracted it in aborted 


form, about four months after the injections; 


less remain unexplained, i.e., for unknown rea- 
sons some children fail to develop an immu. 
nity. It is possible that children of four or more 
years, or very fat children, may require more 
than a total of 8 ee. To date, none of the 203 
children, injected with approved vaccine No, 
2, have been exposed. 

Casual (accidental or transient) exposures 
(see table 2) are seldom very intimate. When 
an injected child escapes after such an expo- 
sure, it might be questionable whether the pa- 
tient disseminated Bordet-Gengou bacilli at the 
moment of contact; also, whether the injected 
child actually aspirated bacilli at the time of 
the presumed exposure. The six failures in- 
elude all injected children who contracted the 


Name 


Address 


TABLE 3 


Father 


Immunizations 


Phone 


Age 


Pertuss. Vac. 
Dates 

1 

2 

3 
Make 


Diph. Tox. or AT. 


Smallpox Scarlet Fever Tox. 


Exposure Dates Schick Test 
Familial 
Casual 


Results: 


Dick Test 


she had just recovered from measles when the 
vaccine was given. In the course of two years, 
thirty-five of the 612 children, injected with 
approved vaccine 1*, were intimately exposed 
to their brothers or sisters (controls), who had 
unquestionable whooping cough. All but five 
escaped; two of the latter had just recovered 
from measles when the vaccine was given. Three 
of the six failures (50 per cent) occurred in 
children who were injected very soon after re- 
covery from measles. There may exist a causal 
relationship in the inability to develop active 
immunity from the vaccine when it is given 
soon after other diseases, e.g., measles. One 
should try to ascertain the underlying cause 
of any failure. The vaccine should be refrig- 
erated, because room temperature accelerates 
chemical change, and weakens the immunizing 
fraction of the antigen. Syringes should not 
be sterilized with aleohol. The vaccine should 
not be given soon after or shortly before any 
other immunization. Some failures will doubt- 


*Two reputable biological laboratories now make the vaccine 
according to our detailed specifications. We supply them with 
freshly isolated strains each month. They grow the bacilli 
on medium enriched with human blood. That these approved 
parent should be kept in a refrigerator, has been repeatedly 
stressed. 


disease from four months to seven years after 
the injections, regardless of whether the source 
of the infection was in the family or otherwise. 
The percentage of failures (10 per cent) is 
computed from a total of sixty-two familial 
exposures and a total of six failures (three from 
casual exposure). Therefore, ninety per cent 
of the 4njected children did not contract per- 
tussis when intimately exposed. The casually ex- 
posed children who escaped, are not included in 
the computation. 

Indisputable evidence, proving the efficacy of 
the Evanston vaccine as an immunizing agent, 
was brought by Macdonald and Macdonald”, 
in 1933. They reported four plus complement 
fixation reactions about nine months after a 
total of about 8 ec. of the vaccine had been in- 
jected into two of their four nonimmune sons. 
Five months after injection, the four boys were 
inoculated with living pertussis bacilli; the im- 
munized failed to contract the disease. They 
were then most intimately exposed to pertussis 
when it developed in their non-injected, inocu- 
lated brothers. After recovery from typical per- 
tussis, the complement fixation reactions of the 
latter were, likewise, four plus positive. 
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Which of the four immunizations, smallpox, 
diphtheria, scarlet fever, whooping cough, 
should be given first? Whooping cough now 
causes more deaths of infants than do the other 
three diseases. The age distribution of 42,655 
pertussis deaths in the United States in four 
consecutive years is shown in table 1, B. Over 
half oceurred during the first year of life. The 
age distribution of 400 consecutive private per- 
tussis patients is shown in table 1, C. Over a 
third oecurred during the first three years of 
life. The six private pertussis patients, who 
died in the last fifteen years, were infants. Fur- 
thermore, on account of the greater prevalence 
of whooping cough, it seems rational to give the 
pertussis immunization first. The following im- 
munization schedule, used for several years, has 
been found practical: To immunize first 
against whooping cough (at seven to twelve 
months) ; four months later, against diphtheria 
(with toxoid or alum toxoid). When the Schick 
test is performed and found negative, smallpox 
vaccination is performed; scarlet fever immuni- 
zation may be completed before nursery school 
or kindergarten attendance (table 3). 


CONCLUSIONS 


A total of 8 ee. of an especially prepared 
and refrigerated B. pertussis vaccine (1 ec. = 
10,000 million bacilli) divided into three, bi- 
lateral, weekly, subcutaneous injections, should 
confer prolonged immunity in a high percentage 
of young nonimmune children, if administered 
at least four months before exposure. The best 
age for pertussis immunization is between the 
seventh and twelfth months of life. 
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DISCUSSION 


Dr. Piace: I have enjoyed this personal account 
of Dr. Sauer’s as much as anything I have heard re- 
cently. I think probably the majority of men work- 
ing with children feel the same way. The merits 
of the results I think appeal to me more because 
in the past the results we have obtained and which 
various others have obtained have made me doubt- 


ful of the value of vaccine in the disease. I have 
noticed one striking thing in conversation with my 
fellow men, and I think I understand the reason. 
The majority of the men I have seen have been 
very enthusiastic about giving whooping-cough vac- 
cine and quite a number have advised against im- 
munization for scarlet fever. I think the charm 
of Dr. Sauer’s work accounts for that very readily. 

Dr. Norton, recently, in a paper before the Bac- 
teriological Club, reported some results with tubercle 
bacillus in young rats. He found he could not pro- 
duce. any antibodies at all, but in inoculating old 
rats the antibodies showed in the usual way. He 
gave another group of young rats of the same age 
some of the hormones they have in their laboratory 
and inoculated these young rats again and found 
that they produced the same immunity reaction as 
the old rats. 

It has been well known that very young babies 
do not respond very well to many forms of im- 
munization. This clue which Dr. Norton found opens 
up the possibility of immunizing babies at a very 
early age. 

I should like to know just what age Dr. Sauer 
recommends for the beginning of whooping-cough 


vaccine, and how late in age he still advises vac- 
cination. 


Dr. SAUER: Whooping-cough vaccination should 
be given early—preferably at six to eight months; 
ees done relatively few after the third year 
e. 

In children of five or six years, more than 8 cc. 
are needed. We inoculated four children—the eldest, 
a fat girl, contracted pertussis a year later; the other 
three (younger) children did not get the disease. 

It is best not to give the vaccine as an immuniz- 
ing agent soon after any contagious disease. Per- 
tussis is more prevalent than diphtheria, therefore 
we give the vaccine earlier. 


Dr. CHADWICK: I have been very much interested 
in Dr. Sauer’s discussion. 

Diphtheria is well controlled and scarlet fever 
is mild and, therefore, whooping cough leads all the 
other diseases except tuberculosis in the young 
age group. So if we can have some method of im- 
munization, it will be of extremely great value. I 
have been watching the progress of this work which 
Dr. Sauer has been doing, hoping that we would 
soon have data enough to consider making vac- 
cine available to the physicians in the state. It 


is about time we began to think seriously of doing 
something. 


Dr. HoerFreL: The treatment of pertussis by the 
use of vaccine has been of great interest to me as 
a result of my experience in 1928 with an epidemic 
of this disease in the New England Peabody Home 
_ my subsequent observations in private prac- 

ce, 

The epidemic at the Peabody Home convinced 
me that the use of vaccine for prophylactic and 
therapeutic purposes in whooping cough was with- 
out value. Dr. Sauer and many other observers 
have arrived at the same conclusion, following sim- 
ilar oemaaaes with the vaccine as originally pre- 
pared. 

However, in spite of the predominant evidence 
against the value of this form of treatment it is 
still being used by the physicians of this commu- 
nity. They say with chagrin that the public de- 
mands its use and therefore they must comply. 
This emphasizes the great importance of medical 
publicity with regard to public health measures of 
education. Lay persons cannot be blamed, for they 
were led to believe that vaccine therapy was ben- 
eficial by the profession who had accepted the 
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reports in the current literature based on data of a 
statistical nature. Many of us are now convinced 
that these statistics led us into error. 


Being a skeptic, and with the thought in mind 
that Dr. Sauer’s present contribution, based as it 
is on statistical rather than biological proof, har- 
bors the same danger, I am prompted to discuss 
some data that might serve to restrain our enthu- 
siasm until the time when greater evidence is ob- 
tained for or against its general adoption. 


I feel very strongly that before the public and 
the medical profession should again be encouraged 
to believe that an efficient vaccine has been ob- 
tained, the evidence should be carefully scruti- 
nized. In this connection, I wish to comment briefly 
on a few points concerning whooping cough that 
have fortified me in my stand up to the present 
time, against the use of all vaccines including Dr. 
Sauer’s “immunizing agent”. 


In the Peabody Home epidemic the following 
facts stood out: 


1. The freshly prepared so-called “Floating Hos- 
pital Vaccine,’ probably identical with various 
commercial vaccines now in use, had no beneficial 
effect. 


2. A great difference existed in the susceptibility 
of various children to whooping cough, 80 per cent 
of the patients taking the disease following their 
first exposure a few weeks after the onset of the 
epidemic. Two of them did not contract the dis- 
ease until after three and four months, respective- 
ly, of continuous exposure. 


3. It proved that 59 per cent of the susceptible 
children in the control group even though exposed 
to the disease consistently for four months re- 
sisted infection. Therefore, we must recognize that 
the transmissibility of this infection is very uncer- 
tain and freakish. 


In seeking further evidence on susceptibility, and 
especially the incidence of pertussis in the age 
group that we would like to protect, I studied the 
case histories of 500 consecutive private patients 
and 500 records of children attending the Buck- 
ingham School, a private day school in Cambridge. 


In both groups the incidence of whooping cough 
infection under three years of age was 9 per cent. 
An average of 75 per cent of these children became 
infected from exposure to older children in the 
family. 

We all admit that this group of 9 per cent of 
the children under three years of age should be pro- 
tected if possible. Are we justified at the present 
time to take the remaining 90 per cent of young 
children and subject them to universal vaccination 
without more adequate proof that this procedure is 
justified? 

I have briefly reviewed these data to bring out 
the fact that the behavior of this infection is likely 
to be very elusive, especially when we consider 
its transmissibility, incidence, and finally when 
we attempt to estimate the value of a prophylactic 
or therapeutic measure on the basis of a statistical 
criterion only. 


Dr. SAvER: The 20 per cent that escaped is close to 
the 24 per cent found by Von Sholly, Blum and Smith. 
My own experience does not make the percentage 


so high. As far as the age and the failures are 
concerned—one child was about four. Of the re- 
maining five, two were six and seven years of age. 


The mother was anxious to have them inoculated. 
Another was the fat girl where the three other 
children in the family escaped, and the other two 
failures were between four and five years old when 
injected. 


Dr. DENNY: We have inoculated about one hun- 
dred children in Brookline. 


Dr. Morse: If I am alive five years from now 
I shall say what I think. 


Dr. FirzGeratp: A few months ago I gave pro- 
phylactic doses of whooping cough vaccine to two 
children in one family. This morning I received 
a telephone call from the mother, who reported that 
both children were coughing and that one had a 
definite paroxysmal cough. I feel that anybody us- 
ing the vaccine should be guarded about what he 
tells his patients. 


Dr. Terrr: Is there any real evidence that per- 
tussis vaccine and toxoid given at the same time 
result in less immunity response for either one? 


Dr. Saver: I have never tried any other way 
than the method I have outlined. As prolonged 
immunity is desirable it seems advisable to give 
no other immunizations until the immunity result- 
ing from the vaccine has reached its peak. As a 
rule, immunity is completed in four months and 
should last for years. Failures are not frequent, 
but they do occur. Either the specific bacterial 
antigen had lost its potency before it was injected, 
or the individual lacked the power to develop pro- 
longed immunity. As it is rarely, if ever, necessary 
to crowd the various immunization procedures, the 
vaccine should not be given within several months 
after other immunizations; nor should such other 
procedures follow within four months of the vac- 
cine. I hope in five years from now we can convince 
Dr. Morse. 


Dr. GOLDMAN: 
vaccine? 


What is the effect of freezing the 


Dr. SAvER: The effect of freezing is that the vac- 
cine separates as a gelatinous mass when it is 
thawed out. 


A Puysician: What commercial houses are ap- 
proved by Dr. Sauer for the manufacture of his own 
vaccine? 


Dr. Saver: (Naming one.) That is one of the 


two approved vaccines. 


A Puysician: When the ‘course is interrupted 
by a disease, do you start all over again? 


Dr. Saver: If the interval is more than two weeks, 
it is advisable to start all over again. 


Dr. Winocrap: How sensitive is this vaccine to 
being carried around? How can this get to the prac- 
titioner, going through the mail for several days? 
Will this affect the vaccine? 


Dr. Saver: This vaccine is probably not quite 
so sensitive to warm temperatures as is smallpox 
vaccine. To keep the cost down, it is not refriger- 
ated while in transit. Jobbers and druggists, low- 
ever, are requested to refrigerate it promptly, and 
to keep it refrigerated. Physicians should not in- 
ject any of the vaccine if it has not been kept cold. 
Unused portions should be returned to the refrig- 
erator promptly. It should never be carried around 
in the physician’s bag. 
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A MODIFIED TECHNIQUE 


FOR THE STEREOSCOPIC 


EXAMINATION OF THE SKULL BY X-RAY* 


BY Z. WILLIAM COLSON, M.D.t+ 


MAGINE that you are viewing a skull made 

of semi-transparent celluloid. For the most 
aceurate observation you will not attempt to 
study it a yard away. You will take it in 
your hand and look at it at reading distance, 
say fifteen inches., 

Should one attempt to view ordinary stereo- 
scopie films at, close range, the object would be 
considerably distorted. This would be true 
even though the interpupillary shift of the x-ray 
tube were proportionately increased to corre- 
spond to the angle of disparateness of the two 
observing eyes. In the latter case there is only 
one plane without distortion and that is the 
horizontal plane at the level of the eyes. When 
one looks up or down, distortion is apparent in 
all planes, and this distortion inereases in pro- 
portion to the difference of the distance from 
the eyes to the apparent stereoscopic image 
and the distance from tube to object when the 
stereograms were taken. In order to make the 


PROPER THT OF FILM 


stereoscope. The: stereoscopic image of the 
skull does not appear to be 30 inches from the 
~— but at just one-half that distance. 
n this case the proper angle of disparateness 
is that for 15 inches. Under these conditions 
each view of the skull is enlarged to double 
its normal size and each single negative seems 
enormously distorted. However, when these 
two films are put into the stereoscope the image 
seems 15 inches away, of normal size, and there 
is no distortion. Of course, under such conditions 
the stereoscopic image is not so clean cut as 
when the films are placed closer to the skull. 

It becomes increasingly important in close 
x-ray work that the angles the tube makes with 
the films when the x-rays are taken be exactly 
the same angles that the line of vision of the 
two eyes makes with the negatives when they 
are viewed in the stereoscope. The following 
figure exaggerates these angles to show the 
point. 


PROPER TILT OF 


LT. TUBE RT. TUBE 


FIG... 


stereoscopic image free from distortion in all 
planes, it is necessary, in making the film ex- 
posure, to have the target of the x-ray tube at 
the exact distance from the film that the eyes 
will assume on viewing the image; and the 
angle of disparateness that which the eyes would 
subtend at the target-object distance. 

It is important, in this connection, that one 
does not confuse the distance from target to 
object with that from target to film. The uni- 
fied stereoscopic image will appear to be 
closer to the observer than the actual positions 
of the films from which this image is built. 

Thus, if skull stereograms were taken at a 
distance of 15 inches from the center of the 
skull to x-ray target and the films were placed 
a like distance beyond the center of the skull, 
the negatives should be placed at a 30 inch 
distance from the eyes when adjusted in the 


*Acknowledgment is made to Dr. Harris P. Mosher of the 
Massachusetts Eye and Ear Infirmary for the use of his lab- 
oratory facilities, and to Dr. A. S. MacMillan, Roentgenologist, 
for his helpful coéperation. 

From the Howe Laboratory of Ophthalmology. 

+Colson, Z. William—Clinical Assistant in Ophthalmology, 
Massachusetts Eye and Ear Iniirmary. For record and address 
of author see ‘“‘This Week’s Issue,’’ page 1101. 


Since it is a nuisance to be obliged to measure 
angles accurately every time the negatives are 
placed in the stereoscope, it occurred to me 
that this procedure could be obviated by main- 
taining the films at a right angle to the central 
line from the x-ray in both stereoscopie posi- 
tions. 

One way of doing this would be to mount the 
tube and film carrier on either end of a pivoting 
arm with the subject immobilized directly under 
the axis, thus :— 


RT FILM 
LT. FiLm 


ANGLE OF DISPARATENESS 


Ut. AT. TUBE 
FIG. 2. 
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The same thing can be accomplished in a less 
cumbersome manner by keeping the tube and 
film holder stationary and rotating the skull 
through the angle of disparateness required for 
the given tube-object distance, thus: 


POSITION OF SKULL 
FOR LT. VIEW 


F 
POSITION OF SKULL 
FOR RT. VIEW 


=” 
FIG. 3. 


The first piece of apparatus constructed for 
this work was a chair with a rigid adjustable 
post which held an arm with the rotating dise 
and its projecting skull supports over the pa- 
tient’s head. While satisfactory stereograms 
were made with the patient in this position, some 
type of cassette holder was necessary to secure 
the film in its proper position, and any new 
setting of distance from skull to film was more 
or less awkward. 

A later piece of apparatus is the more con- 
ventional box with slanting top. From the back 
of this extends a rigid adjustable arm which 
supports the rotating disc. The latter appara- 
tus is more convenient to handle, can be stored 
away in less space, and is much simpler to con- 
struct.* 

The rotating disc is slotted so that it can be 
attached eccentrically to the axis. This allows 
the point of maximum clinical value in the 
skull to be placed approximately in the center 
of rotation, which appears, from my lay ob- 
servations, to give more perfect stereopsis to 
that part. 

In viewing stereoscopic films one should be 
very careful in the placement of diaphragms 
or any other device to limit the viewing aper- 
ture to the size of the film used. If the mar- 
gins are not exactly placed in proper relation 
to the films, the observer is likely to fix on the 
margins and this will break the film stereopsis. 
Lettering should not be placed on both films in 
anywhere near the same relative position, as this 
tends to confuse and may even destroy stereop- 
sis. Also for this reason one should be lib- 
eral in choosing oversized films, because the 
film edges may likewise interfere with proper 
depth perception. 

This technique cannot be applied to ster- 
eoscopy of the cervical spine, as the vertebrae do 
not rotate to the same excursion as the skull 
and this gives a flat effect to the cervical column. 


*Should one desire this piece of apparatus, it can be obtained 
from the Crompton Machine Company, Lawrence, Massachusetts. 


Since the roentgenologist is not interested in 
perfect stereopsis so much as in relative posi- 
tion of various structures, it was thought that 
he might find it feasible to make exposures at 
greater target distance for better definition and 
to rotate the skull through the larger disparate 
angle employed in close stereopsis. Stereograms 
were taken at a six foot distance and the proper 
disparate angles for 30, 20, and 15 inches were 
employed. At first glance these films seemed 
to show good depth, but on closely observing 
details the distortion was so great as to make 
the apparently good films entirely misleading. 
For instance, bobbie pins worn by the sub- 
ject appeared to be embedded in the skull and 
the middle meningeal artery seemed to rise al- 
most vertically from the posterior ethmoid area. 


This brings us back to the point already made 
that for proper stereopsis without distortion it 
is essential that there is no disproportion be- 
tween the distance from the tube to object and 
the angle of disparateness. 

It is the usual practice to place the object 
of interest as close as possible to the x-ray film 
to give more elean cut definition to the shadow 
it easts. On the other hand, when one is con- 
cerned with three dimensions, as in stereopsis, 
he desires structures farther removed from the 
film to have more value. Thus, should a skull 
be placed half way between the x-ray tube and 
the film, the x-ray shadow would be twice the 
size of the skull and the anatomical relation- 
ships would be considerably distorted—the defi- 
nition would be hazy. On the other. hand, the 
relative shadow value of structures nearer the 
film and those nearer the tube would be more 
nearly the same. If stereograms are taken with 
this technique, there is considerably more uni- 
form value to all the structures in the skull and 
the distortion and magnification, which would 
make the films worthless if viewed singly, make 
all the skull structures stand out in their nor- 
mal relationship and actual size when the two 
films are combined stereoseopically. 


In a recent article Verhoeff has demonstrated 
quite conclusively that in stereoscopic vision 
we do not fuse the two images in the commonly 
accepted sense of the term. In general words, 
we see the object with the eye in which the 
image of the object has the higher attention- 
value, while the other eye aids in placing the 
object. He has shown even further with stereo- 
scopic drawings that images of unequal atten- 
tion-value alternated in various portions of the 
stereoscopic field will be seen exclusively by the 
eye to which their attention is drawn. This is 
done simultaneously in various portions of the 
field so that the right eye may be dominant in 
certain areas while the left may be dominant 
in others. Thus, according to Verhoeff’s theory 
a stereoscopic image is made up of a fine mosaic, 
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each unit of which is supplied by one eye only 
‘and placed by the other eye) while the pro- 
portion of units supplied by the two eyes is 
subject to many and varying factors. Both eyes 
contribute to the proper placement of points in 
space, although the image of each point is per- 
ceived by only one eye at a time. 


It would appear from Verhoeff’s work that 
if it were possible to combine a close film made 
for clear definition with a distant film made 
for better depth the stereoscopic image would 
be seen by the eye which observes the clean- 
cut shadows of the close film and placed in 
normal relation as to depth by means of the 
eye which observes the larger shadows of the 
more distantly placed film. The combining of 
these two different sized images is made pos- 
sible by viewing each negative in the stereo- 
scope at the respective target-film distances 
employed when the x-rays were taken. 

Film pairs have been made in which one close 
film, taken for clearness, was combined stereo- 
scopically with a larger distant film. To my 
eye, unpracticed in x-ray examinations, the 
stereoscopic image of the different sized films 


could not be distinguished from that of a pair 
of same sized films. The possible practical value 
of such an arrangement can best be judged by 
clinical roentgenologists. 

It can also be inferred from Verhoeff’s work 
that it is better, in stereoscopic practice, to 
take one of the exposures at the angle which 
would give the best single film view of the 
anatomical structures in question, letting the 
angle of the second view fall where it will. 
Thus at least one film will be ideal as a single 
plate and the second film will merely place it 
in proper depth. 

An immediate objection which may be raised 
to this close x-ray technique is the gross distor- 
tion of the individual radiographs. It is true 
that, viewed as single plates, they are worth- 
less. It is this very distortion, however, which 
gives the true stereoscopic depth in all planes. 
In fact the single view distortion is an abso- 
lute requisite of undistorted near point ster- 
eoscopy. 
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THE NATIONAL FORMULARY, SIXTH EDITION 


The American Pharmaceutical Association an- 
nounces that its Council has officially approved De- 
cember 16, 1935, as the date when the new N.F. VI 
will be released for sale in all parts of the country, 
and has also approved June 1, 1936, as the date when 
the N.F. VI will become official and supersede the 
N.F. V. 

As previously announced, the N.F. VI will be dis- 
tributed for the Association by the Mack Printing 
Company of Easton, Penna. 

The new National Formulary represents a com- 
plete and thorough revision of N.F. V. Admissions 
and deletions are based on information obtained in 
the U.S.P.-N.F. Prescription Ingredient Survey. 

This survey was made to determine the materials 
prescribed and the extent of their use throughout 
the country. The N.F. VI, therefore, supplements 
the scope of the Pharmacopoeia and supplies addi- 
tional information on simples, formulas, diagnostic, 
reagents and standards required by the pharmacist 
in the practice of his profession. 

Of the 689 monographs in the N.F. VI, 208 are 
Drug or Chemical Monographs and 481 are Mono- 
graphs of Pharmaceutical Preparations. The more 
important additions have been in the monographs 
for ampuls, tablets, fluidextracts, syrups, tinctures 
and ointments.—American Pharmaceutical Associa- 
tion, 2215 Constitution Avenue, Washington, D. C. 


THE NEW YORK ASSOCIATED HOSPITAL 
SERVICE 


Mr. F. Van Dyk, executive director of the New 
York Associated Hospital Service, is quoted in the 
daily press as stating that 156 hospitals are now in- 
cluded in this service, with thirty-three thousand 
subscribers for the three cents a day plan. More 
than 700 persons have already been given hospital 
treatment under this arrangement and this codpera- 
tive movement is now self-supporting. The Com- 
monwealth Fund has contributed twenty-four thou- 
sand dollars to this plan. Other smaller grants 
have been received. 

This is a demonstration of a codperative spirit in 
New York. 


MARRIAGE LICENSES IN CONNECTICUT 


After the first of January, all applicants for a 
marriage license in the State of Connecticut must 
pass a Wassermann or Kahn test before a license 
will be granted. The certificate must be based on 
a blood examination by an approved laboratory. 
The blood examination will exclude the possibility of 
syphilis. Other states requiring medical examina- 
tion upon the issuance of a marriage license are 
Wisconsin, Oregon, North Dakota, Alabama, Wyo- 
ming and Louisiana. The State of North Carolina 
repealed its law this year.—Science, November 15, 
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Che Massachusetts Medical Suriety 


PROCEEDINGS OF THE COUNCIL 


Stated Meeting, October 2, 1935 


STATED meeting of the Council was held 

in John Ware Hall, Boston Medical Library, 
8 Fenway, Boston, on Wednesday, October 2, 
1935, at 12 o’clock, noon. The President, Dr. 
Charles E. Mongan, Middlesex South, was in 
the chair and the following 150 Councilors were 
present : 


MIDDLESEX NORTH 
E. O. Tabor 
A. R. Gardner 
T. A. Stamas 
M. A. Tighe 


BARNSTABLE 
W. D. Kinney 


BERKSHIRE 
R. J. Carpenter 
H. J. Downey 


T. H. Nelligan MippLesex SouTH 


S. H. Remick 
Cc. F. Atwood 
E. W. Barron 


BristoL NortH 


L. B. Butler 
W. H. Allen 


NORFOLK SoutH 


Cc. S. Adams 
W. G. Curtis 
G. V. Higgins 
F. E. Jones 

C. A. Sullivan 


PLYMOUTH 


P. H. Leavitt 
G. A. Moore 
A. C. Smith 


SUFFOLK 

R. L. DeNormandie 
Horace Binney 
Gerald Blake 

W. B. Breed 

S. Butler 

David Cheever 

F. H. Colby 


A. R. Crandell 
F. V. Murphy 


Bristot SouTH 


E. L. Merritt 
G. W. Blood 
R. B. Butler 
E. F. Cody 

E. D. Gardner 
I. N. Tilden 


Essex NORTH 


Cc. F. Warren 
E. S. Bagnall 
R. V. Baketel 
J. F. Burnham 
H. F. Dearborn 
A. P. George 
F. W. Snow 

L. T. Stokes 
W. D. Walker 


Essex SouTH 


J. F. Donaldson 
L. Hoitt 
A. E. Parkhurst 
O. S. Pettingill 
J. W. Trask 


FRANKLIN 
A. H. Wright 


HAMPDEN 

T. S. Bacon 

J. M. Birnie 

J. L. Chereskin 
A. J. Douglas 
Frederic Hagler 
E. A. Knowlton 
M. W. Pearson 
G. L. Schadt 


MIDDLESEX EAST 


J. H. Blaisdell 
Richard Dutton 
J. H. Fay 

E. M. Halligan 


G. F. H. Bowers 
A. C. Cummings 
D. F. Cummings 
D. E. Currier 
J. E. Dodd 
A. W. Dudley 
H. Q. Gallupe 
W. G. Grandison 
F. A. Higginbotham 
Cc. M. Hutchinson 
A. M. Jackson 
Josephine D. Kable 
. A. Levi 
. W. McGuire 
. A. McLean 
. E. Mongan 
. L. Morse 
. P. Nelligan 
. J. O’Brien 
Dwight O’Hara 
C. T. Porter 
W. D. Reid 
E. F. Sewall 
F. G. Smith 
H. P. Stevens 
H. W. Thayer 


NORFOLK 


F. G. Balch 

A. S. Begg 

D. N. Blakely 
D. G. Eldridge 

I. A. Finkelstein 
S. Francis 
Maurice Gerstein 
Alice M. Gray 

J. B.. Hall 

G. W. Kaan 

Cc. J. Kickham 
H. M. Landesman 
W. A. Lane 

J. S. H. Leard 
F. P. McCarthy 
Samuel Nadel 
Benjamin Parvey 
H. F. R. Watts 


F. J. Cotton 

W. P. Cross 

G. P. Denny 

Reginald Fitz 
Channing Frothingham 


. H. Means 
. R. Morrison 


Louisa Paine Tingley 
J. R. Torbert 

Shields Warren 
Conrad Wesselhoeft 


WORCESTER 


J. C. Austin 
W. P. Bowers 
L. R. Bragg 
P. H. Cook 

G. A. Dix 

E. B. Emerson 
G. E. Emery 
David Harrower 
E. L. Hunt 

E. R. Leib 

A. W. Marsh 


Joseph Garland 
G. L. Gately 
John Homans 

H. T. Hutchins 
E. P. Joslin 

R. I. Lee 

G. A. Leland, Jr. 
Cc. C. Lund 


W. C. Seelye 

E. H. Trowbridge 
F. H. Washburn 
S. B. Woodward 


WoRCESTER NORTH 


A. F. Lowell 
H. R. Nye 


President Mongan called ¢he meeting to order 
promptly at 12 o’clock. The Secretary, Dr. Al- 
exander S. Begg, read an abstract of the min- 
utes of the Annual Meeting which was held on 
June 4, 1935. These minutes were published in 
full in the New England Journal of Medicine 
for July 25, 1935. There being no corrections, 
the President declared the record approved. 

The President appointed Dr. Fitz and Dr. 
Kinney to escort the Vice-President, Dr. Chan- 
ning Frothingham, to the platform. 

The President then proceeded to address the 
Council concerning the situation which faces 
the Society and spoke of the plans which are 
now underway. His remarks were greeted with 
much applause. (See Appendix No. 1.) 

Dr. William Reid Morrison of Middlesex 
South presented the report of the Committee 
of Arrangements. (See Appendix No. 2.) The 
report was accepted and the recommendations. 
were approved. 

Dr. David N. Blakely of Norfolk presented 
the report of the Committee on Membership and 
Finance. This report showed that two Fellows 
were allowed to retire; six Fellows were allowed 


‘|to resign; two Fellows were deprived of Fel- 


lowship and five Fellows were allowed to change 


J. P. O’Hare 
A. K. Paine 
F. W. Palfrey 
W. S. Parker 
W. H. Robey 
G. C. Shattuck 
a W. R. Sisson 
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their membership from one district society to 
another without change of legal residence. (See 
Appendix No. 3.) The report was adopted and 
the recommendations approved. Dr. Blakely 
next presented a recommendation from the Com- 
mittee on Membership and Finance that the 
Annual Dues for the year 1936 be the same as 
for each of the last four years, namely, $10.00 
for resident Fellows and $6.00 for non-resident 
Fellows. The recommendation was adopted in 
due form. 

The President called upon the Secretary to 
announce the recommendations of the various 
committees appointed to consider restoration to 
Fellowship of such Fellows as had applied. The 
committees reporting were (1) in the case of Dr. 
Charles McGinley of Lynn—Drs. Hoitt, Fraser 
and Blair; (2) in the case of Dr. Henry Ritter 
of Springfield, the committee consisted of Drs. 
Steele, Stoddard and Walker and (3) in the 
case of Dr. Mario J. Cariani of Springfield, the 
committee consisted of Drs. Birnie, Hosmer 
and Bacon. All three committees reported fa- 
vorably and stipulated that the restorations 
should be made provided the applicants paid 
the amount due the Society within one month 
of the date of this meeting. The Council voted 
to approve the recommendations of these com- 
mittees. The President asked the Secretary to 
announce new petitions for restoration. There 
was but one to be submitted, namely, Dr. San- 
frey M. Lilyestrom from Worcester. The Pres- 
ident appointed as a committee to consider this 
petition Drs. Ralph W. Ellis, chairman, Dr. 
John M. Fallon and Dr. Raymond W. Cutler. 
The Council approved the committee. 

President Mongan stated that it was custom- 
ary to appoint the Auditing Committee at this 
meeting of the Council. This committee con- 
sists of Fellows who are not members of the 
Council. They supervise the examination of 
the Treasurer’s accounts which is done by a 
firm of certified public accountants. He ap- 
pointed to this committee Dr. Richard M. Smith 
of Boston and Dr. Harry P. Cahill also of Bos- 
ton. The Council voted to approve the nomi- 
nations. 

The President announced that since the work 
of the Committee on Public Relations had been 
divided among various subcommittees he would 
eall upon the chairman of each subcommittee 
for an informal report. 

Dr. Michael A. Tighe of Middlesex North re- 
called the action taken by the Council at the 
April meeting at which time definite instruc- 
tions were given to the Public Relations Com- 
mittee with reference to informing the public 
of the attitude of the Society toward compul- 
sory sickness insurance. Pursuant to these in- 
structions the Public Relations Committee 
through its Subcommittee on Social Legislation 
and Insurance formulated a plan which pro- 
vided for the formation of district public rela- 
tions committees so that the work of informing 


the public might be distributed. This part of the 
work has been completed. As a second step it 
was found necessary to provide information for 
the medical profession so that its members would 
be in a position to offer the public authorita- 
tive information. Literature prepared by the 
American Medical Association was sent to each 
district public relations committee in June so 
that there might be an opportunity for the study 
of this material during the summer months. 
It was hoped that arrangements could then be 
made to reach civie organizations, service groups, 
parent-teachers’ associations and others which 
would be helpful in the dissemination of the 
physician’s viewpoint on compulsory sickness 
insurance. Dr. Tighe then proceeded to describe 
the very successful campaign which he and his 
local public relations committee had conducted 
in his district. He showed that it was quite pos- 
sible to interest the press and to obtain a great 
deal of favorable comment on the attitude of 
the Society. The exhibits which he made were 
most convincing, particularly the editorial com- 
ment by laymen. The whole effort seemed to 
indicate a desire for information from medical 
sources which appear after all to be those which 
can be more generally relied upon by the pub- 
lic. The President expressed the appreciation 
of the Society for the work of Dr. Tighe and 
his Subcommittee and expressed it as his opin- 
ion that other doctors might well use Dr. 
Tighe’s efforts as a model. 

Dr. Hunt of the Subcommittee on the Ade- 
quacy of Medical Care related the steps which 
had been taken by that Subcommittee up to 
the present time and recalled to the Council 
the inadequacy of the appropriation previously 
made and the inability of the Subcommittee to 
carry on its studies during the summer. He 
described his efforts to have the study of ten 
thousand families in Worcester designated as 
an approved subject under the Works 
Progress Administration. Dr. Hunt recom- 
mended that similar projects be offered in 
other parts of the State so that not only would 
the information be obtained but work would be 
provided which would help some members of 
our own profession, since it is apparently the 
desire of the federal authorities to help the so- 
ealled ‘‘white collar class’. Dr. Hunt’s report 
was enthusiastically received by the Council. 

President Mongan stated that Dr. Henry D. 
Chadwick, Commissioner of Public Health of 
the Commonwealth of Massachusetts, had been- 
asked to attend the meeting and called upon him 
to tell the Council something about the Fed- 
eral Economic Security Law as it affects the 
practitioner of medicine. Dr. Chadwick then 
proceeded to discuss the Social Seeurity Act 
passed at the last session- of Congress. This 
comprehensive document is divided into several 
sections. One is devoted to unemployment in- 
surance and old age assistance with adminis- 
tration of its provisions assigned to the new 
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Social Seeurity Board of which Ex-Governor 
John Winant of New Hampshire is the chair- 
man. It is, however, in the other sections that 
there is the greater medical interest. One of 
these relates to the United States Public Health 
Service to which is allotted the sum of $8,000,- 
000 for the purpose of improving, strengthen- 
ing and broadening public health work in rural 
areas. Allotments to the states are to be made 
through the State Health Departments. Ap- 
proximately $20,000 is allotted to each state 
and in addition an allotment is made which is 
dependent upon the amount expended by the 
state at the present time and also somewhat de- 
pendent upon the population. It is expected 
that Massachusetts would, therefore, receive in 
addition to the $20,000 approximately $75,000 
per year under the latter provision. There is 
likewise a section under which several million 
dollars will be expended by the Children’s Bu- 
reau of the Labor Department. This money 
will be expended for maternal and infant care 
and is designed to supplement what is now 
being spent by the states through their health 
departments. Here likewise each state will re- 
ceive approximately $20,000 regardless of the 
population and the amount now being spent by 
the state. In addition there will be a further 
amount which will be allotted according to the 
ratio of live births within a particular state to 
the total live births within the country as a 
whole. Massachusetts should receive approxi- 


mately $75,000 under this grant. 
Another section has to do with the diagnosis, 


eare and treatment of crippled children. The 
appropriations under this section are to be ex- 
pended through the State Health Department 
and in Massachusetts in codperation with the 
Department of Public Welfare since it is under 
this Department that provision is now made for 
the treatment of crippled children. It will be 
a cooperative plan but apparently this section 
has not been so thoroughly organized as is the 
case with the other sections of the National Se- 
curity Act. 

Another section provides for the care of the 
blind. This is not under the State Health 
Department and Dr. Chadwick was unable to 
give many details on this section. He pointed 
out that the work under the National Se- 
curity Act was to be paid for by money pro- 
vided in the Deficiency Bill which had failed 
of passage in the last Congress so that no money 
“is available to put the act into effect although 
preliminary organization was contemplated by 
the federal bureaus so that the work could go 
forward when and if Congress subsequently 
provides funds. 

Dr. Chadwick next discussed the difficulties 
of the problems which face the State Health 
Departments and stated that he was anxious 
to have the help of the Massachusetts Medical 
Society in formulating plans. He spoke of con- 
ditions in Berkshire, Franklin and Hampshire 


Counties and stated that the State would prob- 
ably make its start in those Counties. He pointed 
out the possibility of forming county health 
districts so that the larger and smaller com- 
munities could work together more efficiently. 
He stated that legislation already exists to 
permit towns to form joint health districts and 
pointed out that there are at present in the 
State two such codperative units. He then pro- 
ceeded to discuss the various phases of the work 
which it is necessary to do in such units. Dr. 
Chadwick spoke of the survey which Dr. Hunt 
had diseussed and pointed out that the United 
States Public Health Service has a plan for 
making a survey on chronic illness within the 
State. The areas designated are Boston, Fali 
River, Ipswich, Greenfield and Pittsfield. The 
Council listened with attention and interest to 
Dr. Chadwick’s talk and Dr. Mongan expressed 
the thanks of the Council to him for his ex- 
cellent presentation. Dr. Mongan spoke of the 
correspondence which had passed between him 
and the authorities of the United States Public 
Health Service and stated that he had offered 
the codperation of the Society in the undertak- 
ing in so far as this can be done. Vice-Presi- 
dent Frothingham called for a rising vote of 
thanks to Dr. Chadwick. This was carried unan- 
imously. 

Dr. Mongan introduced another item which 
has a medical aspect. This has to do with the 
activities of the Works Progress Administra- 
tion. Under the provisions of the law the State 
has been divided into six districts, each district 
having a director, and a series of conferences 
has been held by state and district medical 
officers with officials of the Works Progress Ad- 
ministration. These conferences have to do 
with the care of accidents occurring under proj- 
ects being handled by the Works Progress Ad- 
ministration. He next proceeded to read, for 
the information of the Council, a letter received 
from the State Director. (See Appendix No. 4.) 
The President spoke of tentative plans which 
had been made for carrying information to the 
physicians of the State and pointed out that 
nothing further had been done as the neces- 
sary information had not been forthcoming from 
the federal authorities. The compensation offi- 
cers were provided with a copy of our cata- 
logue of members. 

Dr. J. B. Hall of Norfolk made an inquiry 
coneerning a circular which had been sent to 
physicians and members of the Society in Bos- 
ton relative to obtaining information regarding 
physicians in financial need. He stated that he 
knew a few physicians who had been interviewed 
by a social service worker but that nothing fur- 
ther had been heard from the project. He 
asked for information. At the request of the 
President the Secretary stated that he had ac- 
companied the President of the State Dental 
Society to confer with Mr. Hobbs in the Park 


‘Square Building and that after some prelim- 
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inary discussion was referred to Miss War- 
ren, the head of the Social Service Department. 
She pointed out that the only way in which 
these physicians could be helped was in connec- 
tion with projects that had been approved by 
the Works Progress Administration. It was 
the Secretary’s understanding that one of the 
projects that had been approved was the phys- 
ical examination of people on the weifare list 
and that Dr. Wilinsky had been delegated by 
the Health Commissioner of Boston to super- 
vise this work. The Secretary also under- 
stood that, while a considerable group of phy- 
sicians had been interviewed by the social serv- 
ice worker, all of those interviewed had not been 
placed upon the list. It appeared that this was 
all that could be done at the present time. 


Dr. Lund, Secretary of the Suffolk District 
Medical Society, offered some additional infor- 
mation. He stated that eighteen men had finally 
been placed upon the list but that not all of 
them were in reality doctors of medicine. He 
also explained that with the change from the 
Federal Relief Administration to the Works 
Progress Administration various projects had 
to be referred once more to Washington and 
some of these were apparently still there. He 
informed the Council that he had learned 
through the Works Progress Administration 
authorities witain the last few days that they 
expect information momentarily. 

The report of the Committee on Postgraduate 
Instruction was then called for and was pre- 
sented by Dr. Reginald Fitz of Suffolk. (See 
Appendix No. 5.) 

The President referred to a vote taken at the 
Annual Meeting of the Council which created 
an Advisory Committee to the President and 
also to another vote which empowered the Pres- 
ident to appoint a full-time executive officer at 
the Society’s headquarters. He stated that act- 
ing under this authority Mr. Robert St. B. Boyd 
had been appointed to the position. 

The Secretary announced that the Cotting 
Luncheon would be served at the close of the 
meeting of the Council although no statement 
to this effect had appeared on the notice of the 
meeting. 

The President announced the death on October 
2 of Dr. Leonard Wheeler, who was ninety years 
of age and who joined the Society in 1870. He 
stated that Dr. Wheeler had been a beloved 
practitioner in Worcester and that he had been 
highly respected by the members of the profes- 
sion throughout the State. He asked the Coun- 
cil to rise in silence for a moment in memory of 
Dr. Wheeler. 

The Secretary then read a communication 
from the Secretary of the Veterinary Division 
at the State House calling attention to the fact 
that some physicians, members of this Society, 
had been practicing one or more branches of vet- 
erinary medicine in direct violation of the law. 
Such practice included the -vaccination of dogs 


against rabies and distemper and the treatment 
of fractures and other troubles. He stated that 
fees had been collected for some of this work. 
He also pointed out that this matter had been 
called to the attention of the profession through 
the columns of the New England Journal of 
Medicine and that it should be treated serious- 
ly since the person disobeying a law may be 
fined as well as imprisoned. 

The President then referred to the Com- 
mittee on Membership and Finance the name 
of a prominent teacher in one of the Boston 
institutions who had been suggested as an Hon- 
orary Fellow. 

The Secretary announced that he had re- 
ceived the report of the delegates chosen to 
represent the Massachusetts Medical Society at 
the meeting of the House of Delegates of the 
American Medical Association at Atlantic City, . 
June 10 to 13, 1935. (See Appendix No. 6.) 

The President announced that the Council 
would now go into Executive Session and all 
who were not members of the Council including 
the reporter were asked to retire. 

The Executive Session having been completed, 
the meeting was declared adjourned at 2:20 P.M. 

ALEXANDER S. 
Secretary. 


APPENDIX NO. 1 


ADDRESS TO THE COUNCIL OF THE MASSACHUSETTS 
MEDICAL SOCIETY BY THE PRESIDENT, C. E. MONGAN 


Members of the Council of the Massachusetts Med- 
ical Society: 

I desire to take this opportunity of thanking you 
most sincerely for the honor you have conferred 
by choosing me to be the President of the Mass- 
achusetts Medical Society. The numerous letters 
of congratulation that I received on the occasion 
of my election and also the many personal con- 
gratulations extended make me feel that already 
there exists among you a genuine sincerity in all 
this. This sincerity indicates that your President 
will not be forced to ask for your co6éperation: it 
is already here and available for his use. 

However, this spirit of codperation which is so 
evident brings to him an appreciation of the re- 
sponsibility of the office of President of your so- 
ciety. It also engenders in him a feeling of op- 
timism for our future as an organization. The 
Massachusetts Medical Society has been a society 
of the highest standards among medical organiza- 
tions. 

It has ever been in the forefront in rendering to 
the citizens of this state a medical service unequaled 
in this country. In the past the officers have been 
unselfish and ever ready to make sacrifices, either 
voluntary or when requested, without any hope of 
material reward. Their only reward has been 
the satisfaction that comes from deeds well done. 

I will endeavor to maintain this standard of the 
past. I will endeavor to follow the ideals of our 
organization and to emulate accomplishments of 
past presidents. 

New problems now confront us. Heretofore our 
Society has been greatly concerned with scientific 
aspects of medicine. Today we are called upon as 
a profession to deal with medical problems that are 
intimately interwoven with our social fabric. It 
would seem as if every human activity had a medical 
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aspect. The profession will be called upon to act 
in many fields which before were closed to our 
services and which now are open because of in- 
dustrial and social developments. We face these 
problems confident that medicine will play a great 
part in their ultimate solution. 


The Society has not neglected the scientific side 
of its work. The Postgraduate Instruction Course, 
which is now entering its third year of existence, 
shows that the society is alert and is giving to its 
members an excellent opportunity to prepare them- 
selves adequately to serve the community with in- 
telligent medical care that is based on most recent 
and most scientific principles. I must strongly urge 
you to give support to the excellent work of this 
activity. 


PUBLIC RELATIONS COMMITTEE 


The work of the Committee has been well done. 
The Committee gives justification for its existence. 
This Committee has no formal report to make. Dur- 
ing the summer it had one meeting. The Chairmen 
of the Subcommittees of the main Committee have 
had several conferences, one of which was attended 
by the Commissioner of the Department of Public 
Health of the Commonwealth, Dr. Chadwick. Dr. 
Chadwick is here as a guest of the Council and will 
address you on some phases of the Economic Se- 
curity Law as it affects the practitioner of medi- 
cine in Massachusetts. It was thought that the 
Councilors should get information in regard to the 
Economic Security Law from the Commissioner 
himself, as it is probable that Commissioner Chad- 
wick will be the officer who will carry through the 
provisions of the law. The Chairmen of the Sub- 
committees will inform you of some work that has 
been done under their direction, especially by Dr. 
Tighe, Chairman of the Subcommittee on Social 
Legislation and Insurance, and by Dr. Hunt who 
will give you information in regard to the progress 
of the Subcommittee on Adequacy of Medical Care. 

The President and the Secretary of the Society 
have been in communication with certain federal 
authorities in regard to the medical phases of the 
Works Progress Administration. Your officers feel 
that the Society should do all in its power to aid 
and codperate with the administrators of this law. 


STANDARDS OF EDUCATION 


This matter has been considered by the Society 
for many years. Proposed laws bearing on stand- 
ards of medical education have been introduced 
into the Massachusetts Legislature many times. The 
members of the Legislature do not seem to under- 
stand our position and I am sorry to state that 
there are many members of this Society who do not 
understand our position. Your President feels that 
it will be necessary to undertake a campaign of 
education—to use a colloquial phrase he thinks it 
will be necessary to sell the Society to its members. 
Certain insidious influences place our Society in 
the position of one that is trying to control for its 
own selfish interest the practice of medicine in 
Massachusetts. Consequently we have been dubbed 
a medical trust and a medical oligarchy. The 
time has come when we should go forth to the 
citizens of Massachusetts and tell them the true 
condition of affairs bearing on this question. 


FACULTIES OF APPROVED MEDICAL SCHOOLS 


Your President urges that there should be a closer 
contact of the Massachusetts Medical Society with 


the faculties of approved schools. This proposition 
is so evident that it scarcely needs comment. 


GRADUATES OF APPROVED MEDICAL SCHOOLS 


The Society should consider the matter of urg- 
ing that graduates of these schools cultivate closer 
associations with their respective schools. Your 
President has the assurance that graduates of such 
schools are always welcome to return and that the 
schools are ever ready to give information that will 
help the graduate in his work as a practitioner. If 
such an association could be cultivated, there is no 
doubt it would be of inestimable ,value both to the 
school and to the practitioner of medicine. 

Your President in his work will ever keep in mind 
the traditions of this Society and its ideals. He 
hopes that these will furnish him with guiding 
stars in the work of making the Society a worth 
while influence in the community. 


APPENDIX NO. 2 


REPORT OF THE COMMITTEE OF ARRANGEMENTS 


Your Committee of Arrangements for the Annual 
Meeting wishes to make the following report. 

After consulting with the President, Dr. Mongan, 
and the Secretary, Dr. Begg, the Chairman of your 
committee has designated June 8, 9 and 10, Mon- 
day, Tuesday and Wednesday for the Annual Meet- 
ing of the Society in Springfield. Owing to the fact 
that the city of Springfield is celebrating its three 
hundredth anniversary, it was imperative to inform 
the Springfield Chamber of Commerce and the local 
committee promptly if the Society wished to make 
use of the Auditorium and Hotel Kimball, which are 
necessary for the success of our Annual Meeting. 
I therefore designated these dates which agree with 
the second week in June according to the By-Laws, 
but without the consent of the Council. 

I make a motion that June 8, 9 and 10, 1936 be 
approved by the Council; I also propose that fifty 
cents per person be contributed by the Society so 
that the price of the dinner be not more than one 
dollar per person. 

Your Chairman of the Committee of Arrange- 
ments has personally visited the four western coun- 
ty societies, with your President and Secretary and 
has urged the new members as well as the older 
men to take a personal interest in the Society's affair 
and attend the Annual Meeting and Dinner. I pro- 
pose to visit all the other District Societies to in- 
form the members of our plans and ask for any 
suggestions they wish to make. 

I have personally inspected the Springfield Audi- 
torium and the Hotel Kimball, and made adequate 
reservations last month with the proper authorities, 
including the Chamber of Commerce. 

We plan to have a larger Scientific Exhibit, and 
excellent facilities are available for an extensive 
Commercial Exhibit. 

Good clinics, good section meetings, a good din- 
ner, and a good time are offered to all the members 
of our Society. We ask for your support. 

An innovation in the form of a good fellowship 
room is planned, with beer and sandwiches avail- 
able at any time to our members without charge. 

Entertainment by the Women’s Committee for 
the wives and members of your families will be 
available as well as a Kickers’ golf tournament with 
many excellent prizes for the winning participants. 

An appropriation of $1600 is asked for the general 
meeting, and $400 for the Women’s Committee. 

Your committee expects a large attendance; at 
the Annual Meeting; we shall make every effort to 
a the registration of the last visit to Spring- 

eld. 


WILLIAM R. Morrison, Chairman. 
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APPENDIX NO. 3 


REPORT OF THE COMMITTEE ON MEMBERSHIP 
AND FINANCE ON MEMBERSHIP 


This Committee recommends: 


1. That the following named two Fellows be al- 
lowed to retire under the provisions of Chapter I, 
Section 5, of the By-Laws: 

1. Fogerty, William Clemmons, Worcester. 

2. Vose, Robert Henry, Milton. 


2. That the following named seven Fellows be 
allowed to resign under the provisions of Chap- 
ter I, Section 7, of the By-Laws: 
1. Daly, Timothy Joseph, Lawrence, with remission 
of dues, 1933, 1934, 1935. 

*2. Fitz-Simmons, Henry Joseph, Boston, with re- 
mission of dues, 1935. 

3. Morse, Joseph Louis, New York City, with re- 
mission of dues, 1933, 1934, 1935. 


4, Otis, Elmer Filo, Brea, Calif., with remission 
of dues, 1935. 

5. Root, Manly Bronson, Washington, D. C., with 
remission of dues, 1935. 

6. Smith. Roland Leonard, North Attleboro. 

7. Mahony, Francis Ronan, Lowell. 


3. That the following named two Fellows be de- 
prived of the privileges of Fellowship under the 
provisions of Chapter I, Section 8, Clause (a) of the 
By-Laws: 

1. Dervin, Lawrence James, Somerville. 

2. McPeake, John Richard, Milton. 


4. That the following named five Fellows be al- 
lowed to change their membership from one District 
Society to another without change of legal residence, 
under the provisions of Chapter III, Section 3, of the 
By-Laws: 

Two from Middlesex South to Suffolk 
1. Weiss, Soma, Cambridge. 
2. Wolbach, Simeon Burt, Sudbury. 

Two from Norfolk to Suffolk 

1. Baird, Perry Cossart, Jr., Brookline. 
2. Callanan, Francis Jervais, Brookline. 

One from Norfolk to Worcester North 
1. Polisner, Saul Richard, Brookline. 

Davip N. BLAKELy, Chairman. 
*Dr. Fitz-Simmons died October 5. 


APPENDIX NO. 4 


Works Progress Administration 
Park Square Building 
Boston, Massachusetts 


September 25, 1935. 


Dr. Charles E. Mongan, President, 
Massachusetts Medical Society 


Employees of the Works Progress Administration 
who suffer a traumatic injury while in the perform- 
ance of duty are entitled to medical and hospital 
care made necessary by such injury. 


Under the applicable Compensation Act it is pro- 
vided that medical treatment will be furnished by 
United States medical facilities where practicable, 
and it is necessary that such facilities be used to 
the extent that they are available. 

However, in locations where Federal medical 
facilities are not available or where they are in- 


adequate to furnish the services required, the State 
Compensation Officer of the Works Progress Admin- 
istration is obliged to make arrangements for medi- 
cal treatment to be rendered by reputable private 
physicians. These private physicians will be paid 
fees for their services at rates not in excess of the 
minimum charge prevailing in the community for 
similar services. 

In preparing a list of reputable physicians the 
State Compensation Officer is instructed to “contact 
the local Medical Societies to enlist their codpera- 
tion in selecting physicians in the locality who are 
especially well qualified by training and experience 
to render service in industrial accident cases and 
who desire to participate in this service under the 
regulations of the Commission”. 

It is our understanding that the Massachusetts 
Medical Society, which is, in effect, a federation of 
many local and County Medical Societies and au- 
thorized to speak in behalf of its local and County 
units, can supply us with this information on a 
State-wide basis. 

We would call to your attention that, under the 
Rules and Regulations of the United States Employ- 
ees’ Compensation Commission, there is to be no dis- 
crimination against any physician otherwise quali- 
fied because he is not a member of a Medical So- 
ciety. 

A physician qualifies under the regulations of the 
Commission if he is a graduate of a recognized medi- 
cal school with a degree of M.D. and is licensed to 
practice medicine in this State. 

In accordance with the Rules and Regulations, we 
should like to have your coéperation in selecting 
Physicians especially qualified to render services in 
industrial accident cases by having your Society 
recommend to us a list of such physicians. 


Very truly yours, 


JoHN H. Morrts, 
State Compensation Officer. 


APPENDIX NO. 5 


REPORT OF THE COMMITTEE ON POSTGRADUATE 
INSTRUCTION 


The Committee on Postgraduate Instruction has 
prepared a curriculum of postgraduate extension 
courses which has been submitted to each district 
society. Twelve places will have the course this 
fall while the balance will be given next spring. 
The first courses will start in Bristol South (Fall 
River Section) and Norfolk South District on Oc- 
tober 7, 1935. 

Announcement of all the fall schedules appears in 
The New England Journal of Medicine, issue of Oc- 
tober 3, 1935. 

FRANK R. Oper, Chairman, 
Leroy E. Parkins, Secretary. 


APPENDIX NO. 6 


ReEporT OF DELEGATES, HOUSE OF DELEGATES AMERICAN 
MEDICAL ASsocIATION, ATLANTIC City SESSION, JUNE 
10 To 13, 1935 


Your delegates attended all sessions of the House 
of Delegates at this 86th annual session of the As- 
sociation. The total registration of more than eight 
thousand, surpassed that of any other medical con- 
vention at any time. From Massachusetts two hun- 
dred and sixty-nine registered. 

The Canadian Medical Association held its an- 
nual meeting at Atlantic City by invitation of our 
national association and participated in the several 


| 
| 
| 
| 
| 
| 
‘ 
y 
1 
r | 
r 
- | 
y 
i- 
=] 
d 
h 
s. 
al 
at | 
to 
| 


1076 


M. M. S.—PROCEEDINGS OF THE COUNCIL 


N. E. J. OF M. 
NOV. 28, 1935 


section programs and contributed many scientific ex- 
hibits. In the words of Dr. Routley, secretary of 
that Association, “We moved our organization down 
here lock, stock and barrel.” Of their council of 
one hundred and twenty odd, seventy-six were pres- 
ent. This, the first meeting outside of Canada, was 
the occasion for complete revision of the constitu- 
tion and by-laws, a better demonstration of interna- 
tional good will, in the opinion of the secretary, 
than could be shown otherwise. 


Of four special scientific exhibits authorized by the 
Trustees we are pleased to note the participation by 
three of our Fellows,—Elliott Joslin, chairman of the 
committee presenting an exhibit on all the aspects 
of diabetes; Charles McKhann contributed a display 
on measles in the demonstration of vaccines and se- 
rums; Reginald Fitz, chairman of the committee 
for the second time, showed an exhibit on nutrition. 

All received special commendation from the Com- 
mittee on Awards. 

A special certificate of merit was awarded the 
group exhibit from the Lahey Clinic on surgical treat- 
ment of thyroid diseases, exploration of common duct 
and abdominoperineal resection of the rectum. Other 
exhibits in surgery were offered by Drs. Ber- 
lin, Charles G. Mixter, Freedman and Schlesinger of 
Beth Israel Hospital, and Drs. Hurxthal and Allan 
of the Lahey Clinic. In dermatology and syphilology 
Drs. Downing and Cousins of the Boston City Hos- 
pital exhibited fungi pathogenic to man. Drs. Smillie 
and Wells showed apparatus and charts illustrating 
air-borne infection. Drs. Brett, Green, Ober and 
Legg presented exhibits, five in number, in the sec- 
tion on orthopedics. 

In the scientific program twenty-one papers were 
read by Fellows of this Society and the same num- 
ber participated in discussions. 

In our state group of delegates two new members 
replaced Roger Lee and William Robey. The elec- 
tion of the former to trusteeship we applaud, the 
automatic retirement of the latter through serving 
as our President we regret. Their successors, Reg- 
inald Fitz and Richard Miller, able and aggressive, 
both yet on the upgrade of the journey, we, at or 
approaching the timber line, receive them cordially. 

In the organization of the House of Delegates Dr. 
Charles E. Mongan, our President, was designated 
Chairman of the Reference Committee on Legisla- 
tion and Public Relations. Membership on the Com- 
mittee on Reports of Board of Trustees and Secretary 
was given to Edmond Cody. 

The retiring president, Dr. Bierring, addressed the 
House on the progress of the past year. The incom- 
ing president, Dr. McLester, stressed the importance 
for retaining individualization to maintain the high 
standards achieved. 

The report of the secretary showed as of April 1, 
1935, membership as 99,536 and fellowship as 61,406. 
Massachusetts has 4737 members, 3004 of whom are 
Fellows. Of 7014 physicians in this state 57 per cent 
receive The Journal of the American Medical Asso- 
ciation. 

The report of the Board of Trustees showed 
marked reduction in expenses. 

The Treasurer’s statement as of December 31, 
1934 revealed reserve, invested and uninvested 
$2,288,051. The total assets $3,686,443. 

Of the publications The Journal’s gross earnings 
were $1,439,751. The net $613,969. The average 
weekly circulation was above 85,000. The health 
journal Hygeia showed a loss of $2059 in 1934 as 
compared with $30,127 in 1933. It is of some inter- 
est that eighty-one per cent of its subscribers are 
laymen. The special journals were published at a 
loss of $14,936. Their total circulation is 19,384. 

The reports of the several councils, bureaus and 


committees have appeared in The Journal and will 
not be discussed here save in two instances—The 
Council on Medical Education and Hospitals, and 
The Judicial Council. 

The Council on Medical Education and Hospitals 
reported that in accordance with a resolution re- 
questing formulation of standards for schools of oc- 
cupational therapy, the eleven existing schools had 
been visited and now the Council presents the Es- 
sentials of an Acceptable School of Occupational 
Therapy. 

A resolution was adopted at the Cleveland session 
to the effect that the staffs of hospitals approved 
for intern training should comprise only members 
in good standing in their local county societies. A 
letter has been sent to all intern hospitals advising 
them of this action. When the next census of hos- 
pitals is taken, the Council will be in a position 
to know whether further action is needed. 

In the matter of compensating radiologists prac- 
ticing in hospitals, investigation and conference with 
leaders in the field, it was developed that no single 
method of remuneration is universally applicable; 
they may accept salary, fees or commission or any 
combination of these; but in no case should there 
accrue to the hospital a substantial profit over and 
above the reasonable cost of maintaining the depart- 
ment, nor should the patient be exploited through 
excessive fees. During the year the Council's staff 
has visited 592 hospitals: with reference to regis- 
tration 175, with regard to approval for training in- 
terns 157, for residency approval 30, and 230 tu- 
berculosis sanatoriums. ° 

The Council has prepared and distributed a list 
of textbooks, reference works and journals suitable 
for a hospital library. 

The Council calls particular attention to the Hos- 
pital Number of The Journal, issued March 30, 1935, 
wherein the distribution of hospitals is graphically 
represented by state maps and the significant fact 
that the country is already oversupplied with gen- 
eral hospitals is clearly shown. Further it is dem- 
onstrated that in those sections of the country 
where the ratio of beds to population is low and where 
some are inclined to assume that additional hospi- 
talization is needed, the actual utilization of exist: 
ing facilities is also low. The conclusion is ines- 
capable that where the public demands hospital fa- 
cilities they have been provided, and that in sec- 
tions where the public does not avail itself of more 
than fifty per cent of the opportunities for hos- 
pital care that now exist it would be futile to pro- 
vide more. During the year 1934 7,730 physicians 
were licensed to practice medicine in the various 
states. Of these, 5435 represent actual additions to 
the number in practice. At this rate, according to 
the report of the Commission on Medical Education 
the ratio of physicians to population will steadily 
increase. This situation greatly enhances. the 
menacing importance of the fact that a number of 
states continue to examine and license graduates of 
unrecognized schools. After a quarter of a cen- 
tury of effort on the part of the Association to raise 
the standards of practice, there are still four states 
which flagrantly evade the responsibility to protect 
the lives of their citizens. 

The report of the Judicial Council revived an issue 
of 1932 which we of Massachusetts had assumed to 
be adjusted following a conference between Drs. 


Robey and Birnie and the Secretary, Dr. Olin West. 
The section follows: 


MEMBERSHIP IN STATE ASSOCIATIONS 


It is a practice in a few state constituent associa- 
tions to admit to membership in the state associa- 
tion (1) physicians who are nonresidents of the state 
and therefore not members in any component society 
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of the state, or (2) physicians resident in the state 
who for some reason are not members of the county 
society where they live or practice. Such a proce- 
dure is reprehensible in a democratic organization 
such as the American Medical Association. The 
theory on which the American Medical Association 
is built arises from the broad basis of the county 
medical society, all of whose members are members 
of the state association and the national body, and 
all of whom have definite responsibilities for mainte- 
nance of the entire organization. There should be 
no privileged group to enjoy the advantages pre- 
sented by the higher bodies without supporting the 
lower bodies, which makes the higher bodies pos- 
sible. The constitution of the Association states that 
“members in good standing of the constituent as- 
sociation are the members of the American Medical 
Association, subject, however to the provisions of 
the by-laws regarding members.” E 
Nowhere does the constitution or the by-laws state 
that membership in a component society is essential 
to membership in the state society, though the in- 
tent is clear in the by-law covering membership and 
Fellowship in the American Medical Association, on 
transfer of residence from one state jurisdiction to 
another. Membership in two state associations is 
as inconsistent as being a voter in two states or 
two congressional districts. Furthermore, represen- 
tation in the House of Delegates is based not on 
the number of members in the county societies of 
the states, but on the number of members in the 
state association. A state association that carries 
on its membership roll non-members of the compo- 
nent societies may very possibly have an unjusti- 
fied representation in the House. In the opinion of 
the Judicial Council, membership in a component 
society should absolutely be essential to member- 
ship in a state association. This section of the 
Council’s report was referred to the Reference Com- 
mittee on Amendments to the Constitution and By- 
Laws which committee reported out as follows: 


“Your committee recommends that, to re- 
move the menace which the Judicial Council 
reveals with respect to overlapping mem- 
bership in state associations, the Consti- 
tution and By-Laws be so amended as to re- 
move all further difficulty in assigning a 
member to the state in which he practices.” 


Accompanying this report was an amendment for 
modification of the existing by-law which was laid 
on the table for twenty-four hours, the provision 
for amendments to the By-Laws. The following day 
the Chairman of the Judicial Council stated that 
the amendment just mentioned did not cover the 
situation so as to make it necessary that each mem- 
ber of a constituent association be a member of a 
component society in that constituent association, 
and for that reason it did not fully ‘correct the 
abuses which the Judicial Council brought up in its 
report. Accordingly the Council had prepared a 
resolution embodying the desired change in by-laws, 
Section I of Chapter XI, to read as follows: 


“Membership in this Association shall con- 
tinue only so long as the individual is a 
member of a component society of the con- 
stituent association through which he holds 
membership.” 


The report of the Judicial Council was adopted and 
a motion that the amendment be adopted was car- 
ried. 

In addition to resolutions and motions incidental 
to phases presented by the reports of officers and 
administrative boards, twenty-nine resolutions were 


offered from the floor. Contraception led all the 
rest with ten. These were given to a special ref- 
erence committee which reported during the Execu- 
tive Session as follows: 


The Special Committee appointed to con- 
sider all resolutions concerning the control 
of reproduction begs leave to report that 
after a careful study of these resolutions it 
recommends that not any of them be ap- 
proved as introduced. The committee de- 
sires to present as a substitute resolution 
the following, with this preamble: That 
the House of Delegates declares that noth- 
ing in the following resolutions be inter- 
preted as a declaration or action either for 
or against birth control: 


Whereas, Under the stimulus of large non- 
medical groups the general use of contra- 
ceptives is being advocated and encouraged 
despite the existing law, not only by the 
above-mentioned groups but by commercial 
interests as well; and 


Whereas, The ultimate effect of these meas- 
ures on the health and general welfare of 
the population of the United States is un- 
known if not questionable and should ac- 
curately and extensively be studied by the 
medical profession, in whose care the health 
of the people rests; and 


Whereas, The laws both federal and local, gov- 
erning physicians in their advice to indi- 
vidual patients, where such advice is given 
as a therapeutic measure, seems to be com- 
plicated, not well understood, and generally 
unsatisfactory, and their interpretation dif- 
ficult; therefore be it 


Resolved, That a special committee be ap- 
pointed after due consideration, by the 
Board of Trustees to study these related 
problems and to present at least a prelim- 
inary report to the House of Delegates at 
the 1936 annual session; and be it further 


Resolved, That the trustees be requested to ap- 
propriate the funds necessary in order to 
carry out the purposes of these resolutions. 


The report of this special reference committee was 
adopted. 


The resoluticn presented by Dr. Wesselhoeft at the 
annual meeting of this Council opposing the con- 
tinuation of the so-called Dick scarlet fever patent 
was read by Dr. Birnie. Referred to the Commit- 
tee on Legislation and Public Relations it was re- 
turned with recommendation for reference to the 
Board of Trustees. 


Election of Officers resulted as follows: 
President-Elect, James Tate Mason, Seattle, 
wa Kenneth M. Lynch, Charleston, 


Secretary, Olin West, Chicago, 
Treasurer, Herman L. Kretschmer, Chicago, 
Speaker, Nathan B. Van Etten, New York, 
Vice-Speaker, Harrison H. Shoulders, Nashville. 
Trustees, Ralph A. Fenton, Portland, Oregon, 
James R. Bloss, Huntington, W. Va. 


President McLester renominated Reginald Fitz a 


member of the Council on Medical Education and 
Hospitals. 


Respectfully submitted, 
EpMonp F. Copy. 
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VERMONT STATE MEDICAL SOCIETY 


HOUSE OF DELEGATES 


N the absence of Dr. Stanley Wilson, Presi- 
dent of the House of Delegates, the 1935 
meeting was called to order by Dr. A. M. Cram, 
the Vice-President, at 1:15 Thursday afternoon, 
October 17, 1935, at the Knights of Columbus 
Hall, Rutland, Vermont. 

Secretary E. J. Rogers, called the roll, va- 
eancies therein being filled. 

On the roll call for Washington County, Dele- 
gate R. H. Bisson not being in the room, Dr. 
Wark moved that he (Dr. Wark) be seated as 
such delegate. 

The Chair ruled such motion unnecessary, as 
Dr. Wark, being an alternate delegate, would 
automatically be seated as a delegate; also ruled 
that if any of the ‘‘regular delegates come in 
there cannot be more votes cast than the coun- 
ty is entitled to, so that the alternate delegate 
will have to retire’’. 

On completion, the roli call for the one o’clock 
session stood as follows: 


Addison County 


Medical Society: F. C. Phelps 


Bennington County 
Medical Society: 


Chittenden County 
Medical Society: 


H. W. Elliott 


C. H. Beecher 
W. G. Townsend 
N. R. Caldwell 
H. E. Upton 


Franklin County 
Medical Society: 


Lamoille County 


Medical Society: None reported 


Northeastern County 
Medical Society: P. E. Buck 
E. A. Cramton 


W. R. Sargent 


Rutland County 
Medical Society: . F. Clough 

. B. Ross 

. H. Seeley 

. F. Cook 

. J. Rogers 

. L. Frost 


Washington County 

Medical Society: . E. Avery 
C. H. Goyette 
W. R. Hartness 
L. B. Allen 


J. A. Wark 


Windham County 
Medical Society: L. C. Stillings 
O. A. Burton 


Geo. B. Hyde 


Windsor County 


Medical Society: W. M. Huntington 


A. M. Cram 


30 


Vice-President Cram called for the report of 
the Secretary of the Vermont State Medical 
Society, whereupon Dr. W. G. Ricker, the So- 
ciety secretary, asked for, and received the 
privilege of the floor, ‘and suggested that the 
reading of this report be deferred. 

Dr. Beecher moved that the reading of this 
report, as printed, be deferred until the five 
o’elock session of the House of Delegates, which 
motion was seconded, and so voted. 

Vice-President Cram called for the report of 
the Publication Committee. 


REPORT OF THE PUBLICATION COMMITTEE 


The Publication Committee wishes to report that 
material has been supplied to The New England 
Journal of Medicine, as usual. The cost of publica- 
tion is shown in the Treasurer’s Report. 

Wm. G. Ricker, M.D. 
C. F. Datton, M.D. 
L. H. Ross, M.D. 


On motion, duly seconded, it was voted to ac- 
cept the report of the Publication Committee 
as printed. 

Vice-President Cram called for the report of 
the Executive Committee, and on motion, see- 
onded and carried, the report was accepted, as 
printed on page 7 of the 1934 Proceedings of 
the Vermont State Medical Society, without 
reading. 


REPORT OF THE EXECUTIVE COMMITTEE 


The program in your hands constitutes the report 
of your Executive Committee. 


B. F. Cook, M.D. 
Wo. G. Ricker, M.D. 
J. H. Wooprurr, M.D. 


Vice-President Cram called for the report of 
the Treasurer, and it was moved, seconded, and 
voted that the report, as printed, be accepted. 


TREASURER’S REPORT 
For the Year Ending September 1, 1935 


General Account 


Receipts 
1934 
Sept. 1 Balance on hand 
Nov. 9 Recd. from Vt. Peoples National 
Bank, income Dr. H. D. Holton Trust 
Fund 
Nov. 19 Recd. from Surgeons and Physi- 
cians Supply Co. 
Nov. 19 Recd. from Lederle Laboratories 
Nov. 19 Recd. from E. F. Mahady Co. 
Nov. 19 Recd. from Davies, Rose & Co., 
Ltd. 


$2199.92 


58.31 
10.00 
10.00 
10.00 


10.00 


1078 
2 
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| 
W. E. Rogers 5 
E. A. Hyatt 
C. G. Abell 
6 
5 
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Nov. 19 Recd. from General Electric Co. 10.00] Sept. 23 Paid Dr. Arthur M. Fishberg, ex- 

Nov. 19 Recd. from P. J. Noyes Co. 10.00 penses 27.42 
Nov. 19 Recd. from Denver Chemical Co. 10.00} Nov. 5 Paid The Essex Trust Co., check 

Nov. 19 Recd. from George C. Frye Co. 10.00 tax, October 32 
Nov. 19 Recd. from R. J. Strasenburgh Nov. 10 Paid Dr. William G. Ricker, serv- 

Co. 10.00 ices and expenses, fiscal year 1934 246.87 
Nov. 19 Recd. from Elmer N. Blackwell 10.00} Nov. 17 Paid Dr. Winchell Craig, expenses 50.00 
Nov. 19 Recd. from E. L. Patch Co. 10.00| Nov. 19 Paid Ethan Allen Club, rent of 
Dec. 29 Recd. from Campbell X-Ray Co. 10.00 hall 15.00 

Nov. 19 Paid Gove, the Florist, flowers for 
1935 banquet 3.00 
Jan. 18 Recd. from The Prior Co. 10.00} Nov. 29 Paid Dr. Sam Sparhawk, bills 
" P paid by him 51.92 
During Fiscal Year Dec. 4 Paid Susan A. Nott, reporting and 

Recd. from Addison Co., 12 dues, $5 transcript 96.00 

each $60.00| Dec. 5 Paid The Essex Trust Co., check 

Recd. from Bennington Co., 19 dues, tax, November .08 

$5 each 95.00| Dec. 14 Paid New England Journal of 

Recd. from Chittenden Co., 78 dues, $5 Medicine, special printing 26.63 

each 390.00} Dec. 14 Paid The Cowles Press, record 

Recd. from Franklin Co., 26% dues, cards 4.00 

$5 each 132.50] Dec. 31 Paid Dr. William G. Ricker, one- 

Recd. from Lamoille Co., 11 dues, $5 half expenses, trip to Cleveland 55.78 

each 55.00 
Recd. from Northeastern Co., 40 dues, 1935 
$5 each 200.00} Jan. 6 Paid The Essex Trust Co., check 

Recd. from Rutland Co., 57 dues, $5 tax, December 08 

each 285.00| Jan. 17 Paid New England Journal of 

Recd. from Washington Co., 49 dues, Medicine, Journals Oct., Nov., Dec. 111.00 

$5 each 245.00 | Jan. 23 Paid T. S. Peck Insurance Agen- 

Recd. from Windham Co., 29 dues, $5 cy, premium on Treasurer’s bond 12.50 

each 145.00| Jan. 25 Paid Jane M. King, stenographic 

Recd. from Windsor Co., 25 dues, $5 services for the council 10.00 

each 125.00| Feb. 8 Paid The Lane Press, postcards 
and printing 3.45 

Total receipts $4120.73 | Feb. 16 Paid Susan A. Nott, stenographic 
services 9.34 

General Account Feb. 16 Paid New England Journal of 

Medicine, reprints, printing and post- 
Disbursements age 13.37 

1934 Feb. 22 Paid The Cowles Press, printing 
Sept. 6 Paid The Essex Trust Co., check notices of dues 5.75 

tax, August $ .04) Feb. 22 Paid The Cowles Press, printing 
Sept. 22 Paid Dr. H.E. Upton, stethoscope receipts 18.26 

student lost and cash paid Mercier for Feb. 22 Paid The Western Union Tele- 

clinic 5.00 graph Co., Secretary’s telegrams 9.26 
Sept. 25 Paid Passumpsic Savings Bank, Apr. 27 Paid The Lane Press, printing 

rent Secretary’s safe deposit box 8.25 for State Clinical meeting 32.16 
Sept. 2 Paid The Essex Trust Co., stamp May 9 Paid Dr. Sam Sparhawk, error 

for Treasurer’s use 1.54 dues paid twice 5.00 
Sept. 6 Paid The Essex Trust Co., check May 9 Paid Ethan Allen Club, use of 

tax, September .06 rooms 14.40 
Sept. 138 Paid The American Medical May 9 Paid Dr. A. G. Mackay, bandages 

Ass’n, Medical Directory for the for demonstration 3.00 

Secretary 12.00] May 9 Paid Dr. K. McCullough, two rab- 

Sept. 13 Paid New England Journal of bits 2.50 

Medicine, Journals July, Aug., Sept. 111.58] May 9 Paid Eastman Kodak Co., rental 
Sept. 13 Paid Whitehead and Hoag, ‘ of film 3.00 

badges 48.22) May 1 Paid New England Journal of 
Sept. 13 Paid Billy B. Van, services 88.12 Medicine, one-half cost of cuts 8.11 
Sept. 13 Paid S. H. Carsley, orchestra 25.00} May 27 Paid Susan A. Nott, reporting 
Sept. 13 Paid Dr. Paul W. Aschner, ex- clinical meeting 25.00 

penses 30.42| May 27 Paid H. R. Gallup, services male 
Sept. 13 Paid Dr. Albert A. Epstein, ex- quartette | 12.00 
penses for self and Dr. Swick 51.84] May 27 Paid Robert Aiken, Dorothy 
Sept. 13 Paid Dr. John Bergland, expenses 47.65 Murphy, playlet 15.0) 
Sept. 18 Paid Dr. Henry D. Chadwick, in- May 27 Paid The Cowles Press, printing 

come Dr. H. D. Holton Trust Fund 58.27 notices 5.56 
Sept. 15 Paid The Cowles Press, printing May 29 Paid Dorothy Kimball, services 8.00 

programs and reports 101.92} June 18 Paid New England Journal of 
Sept. 19 Paid John C. French, Jr., serv- Medicine, one-half cost of cuts and tab- 

ices 10.00 ular matter ; 16.72 
Sept. 23 Paid Dr. A. B. Soule, miscella- June 20 Paid Free Press Ass’n, envelopes 

neous bills paid 17.91 for Treasurer 5 75 
Sept. 23 Paid Hotel Vermont bills of July 15 Paid Dr. Charles G. Abell, one- 

guests 25.70 half expenses, delegate to A. M. A. 

Sept. 23 Paid Dr. Dean Lewis, expenses 26.00 Convention 33.23 


. 
| 

| 

L 
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Aug. 3i Paid Dr. David Marvin, postage 


and telephones 6.50 


Total disbursements $1635.78 


Balance on hand 


Total disbursements and funds on 


hand $4120.73 


Medico-Legal Account 


Receipts 
1934 


Sept. 1 Balance on hand 


1935 


Jan. 1 Recd. interest on savings account 
July 1 Recd. interest on savings account 


$17046.85 


201.00 
203.51 


$17451.36 


Balance on hand and receipts 


Medico-Legal Account 


Disbursements 
None 


Total Assets 
General Account 
Medico-Legal Account 


$2484.95 
17451.36 
$19936.31 


Respectfully submitted, 
Davip Marvin, Treasurer. 


Total Assets 


Audited and found correct. 
E. H. Butttes, Auditor. 
Sept. 10, 1935. 


AUDITOR’S REPORT 


Sept. 10, 1935. 


I have today finished auditing the accounts of 
the Vermont State Medical Society, Dr. David Marvin, 
treasurer, for the year ending July 1, 1935. I find 
the accounts correct, with proper vouchers for all 
expenses. 

Very truly yours, 
E. H. Buttes, Auditor. 


Dr. Ricker called the attention of the House 
of Delegates to the fact that the Vermont State 
Medieal Society has cash assets of some $19,000, 
expressing it as his opinion that this was the 
wealthiest state medical society, per capita, in 
the country. 


At this point in the proceedings Dr. Stan- 
ley Wilson, President of the House of Delegates, 
took the Chair. 

President Wilson ealled for the report of the 
delegate to the A. M. A., and it was moved, 
seconded, and voted that this report be accepted 
as printed. 


REPORT OF THE ANNUAL MEETING 
OF THE AMERICAN MEDICAL ASSOCIATION 


The eighty-sixth annual session of the American 
Medical Association was held at Atlantic City, June 
10 to 14, inclusive, this being a joint session of the 
American and Canadian Medical Associations and 
the first joint session of these societies. The good 
fellowship existing between the two societies was 
referred to in Speaker Dr. F. C. Warnshuis’ address 
to the House of Delegates, read by Vice Speaker 


2484.95 


Dr. N. B. Van Etten, “Scientific medicine knows 
no national boundaries. Medicine is a republic in 
which its disciples from every country of the world 
have worked shoulder to shoulder.” The Canadian 
Medical Association extended an invitation to the 
A. M. A. to meet in joint session with them in some 
Canadian city some time before 1940, thereby show- 
ing their appreciation. 

The registration for the session was 8469, this 
being the largest number of physicians ever as- 
sembled at a medical meeting. The scientific ex- 
hibits were exceptionally good and one could have 
spent all four days of the convention very profita- 
bly in this department. It was said to be the larg- 
est ever exhibited at an A. M. A. meeting. The 
commercial exhibits weré very large; most of the 
pharmaceutical houses were there, also instrument 
companies. 

The General Meeting was called to order in the 
ball room of Convention Hall by President Walter 
L. Bierring Tuesday, June 11, 1935, at 8:00 P.M. An 
organ recital was given by William Jackson on the 
largest pipe organ in the world. Hon. Harry 
Bacharach, Mayor of Atlantic City, gave the ad- 
dress of welcome and told us of the attractions of 
Atlantic City as a playground and as a health re- 
sort. He also said that they seldom had an acci- 
dent by drowning, due to the excellent supervision 
of the life savers. Short addresses were given by 
Dr. C. C. Charlton, President of Atlantic County 
Medical Society, Dr. M. W. Newcomb, President of 
the Medical Society of New Jersey, Hon. Walter 
Edge, Ex-Senator and Former Ambassador, and also 
Dr. Allan R. Dafoe, of “quintuplet’” fame. Several 
vocal selections, which received generous applause, 
were rendered by the noted Welsh tenor, Harry Pros- 
ser. Dr. Jonathan C. Meakins, President of the 
C. M. A., delivered a very scholarly address en- 
titled, “‘The Breath of Life.” Dr. James L. McLes- 
ter, President of the A. M. A., delivered an address, 
“Nutrition and the Future of Man.” Dr. McLester 
very ably described in his address how the lower 
animals had been improved by giving them the 
proper foods and care, and he believes that this 
same principle can be applied to man and his des- 
tiny. The Westminster Chorus of Princeton, N. J., 
rendered several selections which were exceptional- 
ly good and were greatly appreciated, as was mani- 
fest by the applause which each number received. 


The first meeting of the House of Delegates con- 
vened June 10, 1935, at 10:00 A.M., in the Renais- 
sance Room of the Ambassador Hotel, and was pre- 
sided over by Vice-Speaker Dr. N. B. Van Etten 
of New York, in the absence of the Speaker Dr. F. 
C. Warnshuis, whose address was read by Dr. Van 
Etten. Reference Committees were appointed by the 
Speaker. Addresses were given by the President, 
Dr. Walter L. Bierring, the President-Elect, Dr. 
James L. McLester, and Vice-President, Dr. George 
G. Reinle. Reports of the Officers and Board of 
Trustees were given and several resolutions were 
presented in regard to “Care of Indigent Sick, Broad- 
casting, Medical Service Organizations, Solicitation 
of Votes, Contraception, Establishment of Courses 
in Medical Economics in all Medical Colleges in the 
Country.” The delegates of the A. M. A. and the 
C. M. A. were given a banquet in the submarine 
grill of the Hotel Traymore, Monday evening. We 
were very well entertained. Hon. J. Hamilton Lewis, 
Democratic Senator from Illinois, was one of the 
speakers. 

Tuesday, June 11, Session of the House of Dele- 
gates.—Reports of the Reference Committee of Sec- 
tions and Section Work by Dr. T. B. Throckmorton, 
Chairman; Report of Reference Committee on Medi- 
cal Education by Dr. Irvin Abell, Chairman; Refer- 
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ence Committee on Hygiene and Public Health, Dr. 
J. N. Baker, Chairman; Report of Reference Com- 
mittee on Legislation and Public Relations by Dr. 
Charles E. Mongan; and the Report of Reference 
Committee on Miscellaneous Business by Dr. John 
F. Hagerty. A Resolution in Opposition of Dick 
Scarlet Fever Patent was introduced by Dr. J. M. 
Birnie of Massachusetts; Resolution in Opposition 
to the Copeland Pure Food Bill and to Advertising 
of Drugs and Drug Products by Pharmaceutical 
Houses to the Laity by Dr. John F. Hagerty. Re 
ports were given by the Board of Trustees, Reference 
Committee on Reports of Officers, and the Judicial 
Council reported that the first sentence of section 1 
of chapter 11 of the By-Laws be amended to read 
“Membership in this Association shall continue only 
so long as the individual is a member of the com- 
ponent society of the constituent association through 
which he holds membership.” Officers of the Ca- 
nadian Medical Association were introduced by the 
speaker and made short addresses, which were re- 
sponded to by President Bierring and President- 
Elect McLester of the A. M. A. The California sit- 
uation in regard to compulsory insurance was ably 
explained by Dr. T. H. Kelley. They failed to get 
their bill passed by the California legislature, but 
they are hoping the next session will pass a satis- 
factory bill. The special report of the Bureau of 
Medical Economics was a very thorough and com- 
prehensive report. Lists were made, as far as pos- 
sible, of State and County medical associations and 
their methods of classification and care of the sick 
and remuneration therefrom. I quote from the re- 
port, “The profession needs, and will always wel- 
come, the codperation and advice of all elements 
affected in health problems, but just as the indi- 
vidual physician must constantly assume the tre- 
mendous responsibility of decisions that involve life 
and death with individual patients, so the profes- 
sion as a whole must assume the leadership and re- 
sponsibility in the organization of medical service 
in the community.” 

The House of Delegates in the Report of the Spe- 
cial Reference Committee adopted at the special ses- 
sion held February 15° and 16, 1935, reported in 
part: “The House of Delegates of the American 
Medical Association reaffirms its opposition to all 
forms of compulsory sickness insurance whether ad- 
ministered by the Federal government, the govern- 
ments of individual states or by any individual in- 
dustry, community or similar body. It reaffirms also 
its encouragement to local medical organizations to 
establish plans for the provision of adequate medi- 
cal service for all of the people, adjusted to pre- 
sent economic conditions, by voluntary budgeting to 
meet the costs of illness.’ 

The officers of the A. M. A. elected were as follows: 
President-Elect—Dr. J. Tate Mason, Seattle, Wash.; 
Vice-President—Dr. Kenneth M. Lynch, Charleston, 
So. Carolina; Secretary—Dr. Olin West, Chicago, II1.; 
Treasurer—Dr. Herman L. Kretschmer, Chicago, II1.; 
Speaker of the House of Delegates—Dr. Nathan B. 
Van Etten, New York; Vice-Speaker of the House of 
Delegates—Dr. H. H. Shoulders, Nashville, Tennes- 
see; Trustees for five years— Dr. Ralph A. Fenton, 
Portland, Oregon, and Dr. James R. Bloss, Hunting- 
ton, West Virginia. The invitations for the next an- 
nual meeting of the A. M. A. were from Indianapolis: 
Miami, Fla.; Chicago, and Kansas City, Mo. The 
Trustees investigated the invitations and reported 
that Chicago and Kansas City had ample facilities 
for taking care of the A. M. A. annual meeting, and 
the ballot was spread. There were 126 votes cast, of 
City received 113 votes and Chi- 

go 13. 


This was a very successful meeting. The lectures 


in the several sections were of a high class and very 
instructive. We were well entertained. 


C. G. ABELL. 


President Wilson called for the report of 
the Medico-Legal Committee, whereupon Dr. 
C. H. Beecher moved that this report, and all 
remaining reports, be accepted as printed. Mo- 
tion seconded. 

Dr. Hyatt announced that the name of Dr. 
F. B. Hunt, of Fairfax, did not appear in the 
report of the Necrology Committee, and was in- 
formed that it would be added. 

Whereupon, Dr. Hunt’s name was added to 
the Necrology Committee’s report, and with this 
correction it was voted to accept the report. of 
the Necrology Committee, and the remaining 
reports as printed. 


REPORT OF THE MeEpICO-LEGAL COMMITTEE 


Your Medico-Legal Committee has met as a com- 
plete committee twice during the year. 

Only one new case has been presented to us, and 
this is still in the courts. 

One case that has been on the docket several years 
has been closed. At the present time we have only 
one case that is unsettled. 


Epwin A. Hyatt, Secretary. 


Report OF NEcCROLOGY COMMITTEE 


Following is the list of deaths of members of the 
Society during the past year: 


Dr. A. H. Bellerose, Rutland, December 11, 1934. 

Dr. E. M. Brown, Sheldon, February 3, 1935. 

Dr. Rolfe S. Russell, Greenfield, Mass., March 17, 
1935. 

Dr. John H. Bean, Burlington, March 25, 1935. 

Dr. Horace L. Watson, Montpelier, May 19, 1935. 

Dr. Rushmore Lape, Fair Haven, May 3, 1935. 

Dr. Wallace M. Pierce, Burlington, June, 1935. 

Dr. J. M. Stevens, Hyde Park, June, 1935. 

Dr. John H. Blodgett, Bellows Falls, August 2, 1935. 

Dr. A. C. Walker, Springfield. 

Dr. I. R. Doane, Springfield. 

Dr. H. S. Ward, Springfield. 

Dr. F. B. Hunt, Fairfax. 


B. D. Apams, M.D. 
G. G. MARSHALL, M.D. 
H. L. Pierce, M.D. 


Under Unfinished Business President Wilson 
called attention to the resolution adopted at the 
1908 meeting of the Vermont State Medical So- 
ciety, as quoted by Dr. Beecher at the 1934 
meeting of the House of Delegates (appearing 
on page 10 of the printed proceedings of the 
1934 House of Delegates meeting), which reso- 
lution is as follows: 


“On and after the first day of January, 
1909, no member of this society shall accept 
the position of club, society, lodge, or fra- 
ternal organization physician, or agree, or 
continue to do any medical or surgical work 
for any club, society, lodge or fraternal or- 
ganization at a less rate than the regular or 
customary charges for like services rendered 
by other physicians in the same locality for 
patients not members of such clubs, society, 
lodge, or fraternal organization. 

“Also, that in no case shall any physician 
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agree to attend the families of the members 

of such club, scciety, lodge, or fraternal 

organization, at half price or less price than 
. the regular rate. 

“Nothing in this section shall be construed 
as preventing any member from attending 
the worthy poor, or to give free services to 
those too poor to pay anything. 

“Any violation of this article shall be con- 
sidered unprofessional conduct, and it shall 
be the duty of the House of Delegates to 
expel such members when proof of such con- 
duct shall be presented to them.” 


Secretary Rogers called attention to the state- 
ment of Dr. Ricker (appearing on page 11 of 
the printed proceedings of the House of Dele- 
gates), reading as follows: 

“Dr. Ricker stated that the resolution 
quoted could not be adopted as an amend- 
ment to the Constitution and By-Laws for 
another year, that the secretary might sup- 
ply the county societies with a copy of the 
same, and that next year the county society 
delegates should be present with positive 
ideas on what can be done.” 


And to the added statement by Dr. Beecher 
(same page) 

“that this resolution would continue as a 
resolution, and would be introduced for ac- 
tion next year as an amendment to the Con- 
stitution, in regard to the eligibility of a 
man doing contract work at less than regu- 
lar rates.” 


And to the Motion of Dr. Beecher 


“that the resolution read, and adopted in 
1908, be considered as an amendment to the 
Constitution, to be acted on next year. Mo- 
tion seconded and so voted.” (Page 11, print- 
ed proceedings, House of Delegates, 1934 
meeting.) 


Dr. Wark stated that ‘‘at our last hospital 
meeting in Barre last week these things, placed 
for consideration of the Society last year, were 
again read over and discussed, and all voted 
on, each individual one, and accepted unani- 
mously by the staff,’’ also ‘‘that the attention 
of this organization at this meeting be brought 
to the fact that we voted on that unanimously.’’ 

Dr. Wark then moved that this (resolution) 
be accepted by the Society this year as it was 
placed before it for consideration last year. 


President Wilson inquired of Dr. Wark: Did 
you say that was discussed at the Washington 
County Society meeting? To which Dr. Wark 
replied: ‘‘The monthly hospital meeting.’’ 

President Wilson inquired if any county so- 
cieties had brought up this matter in their 
county organizations. 

Dr. Cook stated that the Rutland County 
Medical Society had considered it and felt that 
the county organization was the place for a rule 
of this kind, and not the State Medical Society, 
and had unanimously voted down the proposi- 
tion. 

Dr. Hyatt stated that Franklin County felt 


that the physicians were not being treated right, 
and Dr. Sample added that this was in particu- 
lar reference to contract work and not to town 
charges. 

Dr. Beecher stated that the committee which 
brought in this resolution at the 1934 meeting 
was not sponsoring it, but merely introduced it 
so it could be brought up at the 1935 meeting, 
because it had to lie on the table for one year, 
and that under the provisions of the Constitu- 
tion it must be adopted by a two-thirds vote of 
the members present of the House of Delegates, 
as an amendment to the Constitution. 

President Wilson stated: As I remember last 
year there was considerable discussion with 
regard to hospitals accepting town charges at 
reduced rates. As I read this through I don’t 
find anything regarding the disposal of that 
question of hospitals. In the resolution was 
that intentionally left out, Dr. Beecher? 

Dr. Beecher stated that the House of Dele- 
gates last year took such action as is recorded 
in the proceedings, but it was not added to this 
resolution because the resolution had been on 
the books since 1908: that the resolution had 
not included towns, and quoted the suggestion 
of Dr. Martin (page 11 of 1934 House of Del- 
egates printed proceedings), 

“that the resolution be amended to include 
towns, villages and cities, as well as lodges, 


fraternal organizations, ete., but no action 
was taken on this suggestion.” 


Discussion by Dr. Wark, Dr. Clough, Dr. 
Hyde and Dr. Seeley. 

The Thompson Fund, at Brattleboro, was re- 
ferred to, the question being raised whether it 
would come under the resolution. President 
Wilson was of the opinion that it would. Dr. 
Seeley stated that the patient is allowed $350, 
the hospital bill being taken out first and the 
surgeon getting the remainder. 

Dr. O’Brien moved that this resolution be 
laid on the table. Motion seconded. 

The question was asked whether this meant 
that it would be laid on the table indefinitely. 
President Wilson ruled it to be under discus- 
sion and that it could be opened up later in the 
afternoon. He then called for a rising vote on 
the motion of Dr. O’Brien, which resulted in 
7. 

President Wilson then declared the House of 
Delegates meeting recessed until five P.M. 


FIVE 0’CLOCK SESSION 


At five P.M., the recessed session of the House 
of Delegates reconvened and was called to order 
by the President, Dr. Stanley Wilson. 

President Wilson called upon Dr. Wm. G. 
Ricker, the Society secretary, for such remarks 
as he might wish to make in connection with 
his report as secretary. 

Dr. Ricker referred to the questionnaire as 


we 
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proposed on page 9 of the 1934 printed pro- 
ceedings of the House of Delegates, and read 
the letter and questionnaire which he had sent 
out to hospitals, stating that he had neglected 
to mention this in his report. He also re- 
quested that the nominating committee take ex- 
treme care in selecting the legislative commit- 
tee. Referring to frequent communications he 
receives, as secretary, regarding individuals 
practicing medicine illegally, Dr. Ricker stated 
he felt it was up to the county societies to col- 
lect evidence pertaining to such cases, and pre- 
sent it to the states attorney or the attorney 
general of the state. Also, he felt that the mat- 
ter of socialization of medicine should be left 
with the legislative committee, and that recOm- 
mendations, based on information, should be in 
proper form and submitted to the House of Del- 
egates next year. He suggested that $200 be 
made available for use of the legislative com- 
mittee. Also, that if the House of Delegates 
felt that more time should be spent on its 
meetings, would it favor a Wednesday evening 
session next year? Also, he felt that the in- 
coming secretary should be authorized to ap- 
point an assistant secretary at not less than $50. 

He also felt that the House of Delegates 
should consider whether or not it wished each 
voting delegate to be certified by absolute ere- 
dentials signed by the president and secretary 
of his county society. 

Dr. Beecher moved that the secretary’s re- 
port be accepted as printed. Motion seconded, 
and so voted. 


SECRETARY’S REPORT 


I wish, first, to call your attention to the fact that 
in spite of deaths, which have been fairly numerous, 
we have had additions so that we have eight more 
members than at this time last year. Several names 
besides those printed have been reported but inas- 
much as their official credentials have not been re- 
ceived at this time, their names are not included. 

The obituary list is as complete as we have been 
able to make it. I wish to call to the attention of 
the members of the County Societies that their Sec- 
retary should send a notice to the Chairman of the 
Necrology Committee and to the Secretary of the 
State Society immediately on the death of a mem- 
ber, or even on the death of anyone who is a duly 
licensed practitioner. The Society wishes to recog- 
nize the decease of each and every one in proper form. 

During the past session of the Legislature an at- 
tempt was again made to pass a bill licensing a 
group to practice Naturopathy. A representative of 
this School was in attendance during a considerable 
part, if not the greater part, of the time while the 
Legislature was in session and seemed to be quite 
active. An attempt was made to effect a compro- 
mise with your Secretary who refused even to con- 
sider the proposition. The Bill was defeated in due 
form and an attempt was made to revive it which 
was not successful. Since that time I have been 
informed that the School of Naturopathy in New 
York City has been condemned by the authorities 
of the State of New York, that their faculty has 
been convicted of granting a diploma without a 
charter, and that several of the leading members 
of the faculty were placed under a suspended jail 
sentence. Since that time I have been informed 


that the School has been transferred to the State of 
Connecticut. Your Secretary, some four years ago, 
had visited this School and had reported to the 
Legislature at its past session and also at the pre- 
vious session, that it did not possess the facilities 
for giving a medical education. Bitter words were 
passed in the Senate Chamber but your Secretary 
still has a clear conscience in withholding his ap- 
proval of this School of practice. The House of 
Delegates should take extreme care in selecting 
their Legislative Committee this year, although the 
Legislature is notin session, and it shouid be the 
duty of the Legislative Committee to inform them- 
selves thoroughly concerning the background of 
Naturopathy. 


Your Secretary receives frequent communications 
regarding individuals practicing medicine illegally 
and that “something should be done about it.” I call 
your attention to the fact that the State Society has 
no authority to institute legal proceedings. This 
function belongs to the Board of Medical Registra- 
tion. Also, I wish to call your attention to the 
fact that the State Medical Society meets once a 
year only, its deliberations being conducted by the 
House of Delegates, although the function of the 
Society is continued throughout the year by means 
of the Council. On the other hand, the County 
Societies hold more frequent meetings. They are 
duly organized and are in close touch with local 
situations. Your Secretary believes that it is the 
function of the County Society to accumulate the 
evidence and place it before the Board of Medical 
Registration, and your Secretary is perfectly cer- 
tain that the Council of the State Society will give 
the necessary moral support. 


Members of the House of Delegates at various 
times have criticized your Secretary for not main- 
taining a news column in the Journal of the Ameri- 
can Medical Association. For several years my pri- 
vate secretary has sent a notice monthly to all Coun- 
ty Secretaries for news items. The response to these 
letters has been extremely disappointing, in fact, 
so much so that we have discontinued sending these 
letters during the past year. I will be only too glad 
to maintain a news column both in The New England 
Journal of Medicine and in the Journal of the Ameri- 
can Medical Association if you as members will 
communicate with your County Secretary and get 
him to send to me the items of interest. Needless 
to say, your Secretary cannot spend his time running 
all over the State picking up personal items. He 
must have cooperation. 

The work of the County Societies the past year 
has been excellent. Vermont is to be congratulated 
on the fact that her physicians are active and in- 
terested but are not involved in red tape. The Coun- 
ty Secretaries are an extremely efficient group. They 
arrange and conduct good meetings and the fact 
that they do not bother to write out a report every 
time or communicate with the State Secretary should 
not be considered as a criticism. 

I wish to call the attention of the House of Dele- 
gates to the hold-over amendment to the Constitu- 
tion and By-Laws adopted last year in Burlington. 
The socialization of medicine is today a live topic 
for discussion. It may not be known to all of you 
that when the National Security Bill was proposed 
in Washington last winter there was a section de- 
voted to the practice of medicine. Vermont, at least, 
and I assume every State, was supplied with the 
so-called Model Epstein Bill. (Not the Dr. Epstein 
who gave us the excellent paper at our State Meet- 
ing last year.) This Bill placéd the physicians al- 
most absolutely under State control and to my mind 
was extremely vicious. The American Medical As- 
sociation called a special session of the House of 
Delegates to consider this Legislation. I did not 
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attend because after several days of fever my tem- 
perature had only reached normal some four or five 
hours before my train was due to leave for Chicago. 
However, I sent them a telegram which expressed 
our view to the effect that Vermont would assume 
its own problems. The Legislative Committee of 
this year should keep very close watch on social 
medical proposals and legislation. I call their at- 
tention to the proposals in California, Alberta, Sas- 
katchewan, Wisconsin and other States that may 
come to their attention, as well as the situation in 
e. 
4 matter of remuneration of physicians who are 
treating cases under the various Welfare Depart- 
ments ought to receive careful consideration. At the 
present time the budget of the Public Welfare De- 
partment, if I am correctly informed, does not have 
sufficient funds to pay physicians, although up to the 
present they are paying the Hospital bills. From 
my interviews with various State officials I feel con- 
fident that a moderate fee can be secured from 
public money if the physicians are willing to ac- 
cept such. I personally do not believe that officials 
will grant the higher fee of private practice for the 
eare of all indigents. This subject again should re- 
ceive careful investigation during the coming year. 
Again I wish to express to all members, State of- 
ficials and County officers of the Society, my ap- 
preciation of their codperation and will be glad to 
continue in my present capacity, if the House of 
Delegates so desire, and any changes that are wished 
will be equally acceptable to me personally. 
Wittiam G. Ricker, Secretary. 


SUPPLEMENT TO SECRETARY’S REPORT 


Mem- Mem- In- De- 
ber- ber- crease crease 
ship ship 
1934 1935 


Addison 

Bennington 

Chittenden 

Franklin 

Lamoille 

Northeastern 

Rutland 

Washington 

Windham 

Windsor 2 


2 


President Wilson called for any further un- 
finished business to be presented at this time. 

Dr. Wark asked about the responses the secre- 
tary had received from different hospitals in 
reply to the questionnaire he had sent out, and 
Dr. Ricker referred briefly to the replies he had 
received. 

Dr. Wark inquired if the fee schedule, ac- 
cepted some years ago, was obsolete, whereupon 
Dr. Beecher rose to a point of order, claiming 
this was not unfinished business. 

The question arising as to who constituted 
the delegation from the Washington County 
Medical Society, the President requested Secre- 
tary Rogers to call the roll for Washington 
County, which he did, the roll call being as fol- 
lows: Dr. Avery, Dr. Goyette, Dr. Hartness, Dr. 
Bisson and Dr. Allen,—Dr. Wark being auto- 
matically retired as a delegate, the regular dele- 
gate, Dr. R. H. Bisson, now being present. 


Dr. Rogers moved that Dr. Wark be given 
unanimous consent to talk on any subject as 
long as he wished, and the privilege of inter- 
rogating any member. Motion seconded and 
carried. 

There being no further Unfinished Business 
the President introduced New Business. 

Dr. Phelps moved that the 1936 annual meet- 
ing be held in Burlington. Motion seconded, 
and so voted. 

Under Other Business the President asked if 
anyone wished to make a motion in regard to 
holding a Wednesday evening session of the 
House of Delegates. 

Dr. Cook moved that next year the House of 
Delegates hold a Wednesday evening session 
at 8 o’clock, in Burlington, and that all dele- 
gates and alternates bring their credentials, 
signed by the president and secretary of their 
county societies. Motion seconded by Dr. 
Beecher. 

President Wilson put the motion and called 
for a rising vote, the result being ‘‘Yes’’ 24; 

Dr. Beecher moved that a majority of dele- 
gates accredited to the state secretary, by the 
secretaries of the county societies, constitute a 
quorum of that meeting. Motion seconded by 
Dr. Cook. 

President Wilson stated that would mean that 
one more than half of the accredited delegates 
would constitute a quorum, and upon putting 
the question declared the resulting vote to be 
in the affirmative. 

President Wilson brought up the matter of 
$200 for the legislative committee, as suggested 
in the remarks of Secretary Ricker. 

Dr. Phelps moved that $200 be given for the 
use of the legislative committee. Motion sec- 
onded, and so voted. 

Dr. Sargent moved that $50 be granted the 
secretary for employing an assistant secretary. 
Motion seconded and so voted. 

Dr. Ricker read an invitation from the Ben- 
nington Chamber of Commerce inviting the So- 
ciety to hold its 1936 meeting in Bennington, 
and suggested perhaps the House of Delegates 
might wish to rescind its vote to hold the 1936 
meeting in Burlington, but no action was taken 
on this. 

Dr. Tobin said he felt sure the Society would 
be invited by the Bennington County Medical 
Society to hold its 1937 meeting in Bennington. 

Dr. Ricker referred to the Commonwealth 
Fund, and read two communications, one dated 
September 6, 1935, addressed to Dr. George G. 
Marshall, and the other dated September 20, 
1935, addressed to Dr. William G. Ricker, See- 
retary, Vermont State Medical Society, and sug- 
gested this matter be left with the Council, since 
the funds were not available until December. 

After discussion, Dr. Beecher moved that if, 
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when and as this fund becomes available in De- 
cember, that the secretary notify each member 
of the Vermont State Medical Society in regard 
to the provisions of that fund, and that the sec- 
retary write to those in charge of the fund, 
telling them that the Vermont Society recognizes 
their effort and will do its utmost to codperate. 
Motion seconded and so voted. 

Under election of officers, President Wilson 
called for nominations for president for the en- 
suing year. 

Dr. Beecher nominated Dr. Lester W. Bur- 
bank, of Cabot. 

Nomination seconded. 

Dr. Hyde moved that nominations be closed. 
Motion seconded, and so voted. 

President Wilson then placed the name of 
Dr. Burbank before the House of Delegates for 
vote, and declared Dr. Burbank elected as presi- 
dent for the ensuing year. 

For secretary Dr. Allen nominated Dr. Wm. 
G. Ricker to succeed himself. Nomination sec- 
onded. There being no other nominations, the 
President placed the name of Dr. Ricker be- 
fore the House for vote, and declared Dr. 
Ricker secretary for the ensuing year. 

Dr. Hyde moved that the Chair appoint a 
nominating committee of three to bring in nom- 
inations for all the remaining officers of the 
Society and the House of Delegates, and for 
the various committees. Motion seconded and 
so voted. 

President Wilson appointed as such nominat- 
ing committee Dr. G. B. Hyde, Chairman, Dr. 
F. J. Lawliss and Dr. F. C. Phelps. 

On motion, seconded and carried, it was voted 
that the meeting adjourn until 8:30 Friday 


morning, October 18, 1935, to meet in the same 


hall. 
President Wilson thereupon declared the 
meeting adjourned until 8:30 Friday morning. 


FRIDAY MORNING SESSION 


In the absence of the President of the House 
of Delegates, Dr. A. M. Cram, the Vice-Presi- 
dent called to order the adjourned meeting, 
from Thursday afternoon, of the House of Dele- 
gates, at 8:30 Friday morning, October 18, 1935, 
in the Knights of Columbus Hall, at Rutland, 
Vt. 

Vice-President Cram called for the report of 
the nominating committee. 

For the nominating committee Dr. F. C. 
Phelps reported as follows: 

Your nominating committee presents the fol- 
lowing nominees for the remaining officers and 
committees of the Society, and officers for the 
House of Delegates: 


President: Lester W. Burbank, Cabot. 
Vice-President: John Trotter, Jr., Bennington. 


Secretary: Wm. G. Ricker, St. Johnsbury. 
Treasurer: David Marvin, Essex Junction. 
Auditor: E. H. Buttles, Burlington. 


Councilors: 


First District: E. A. Hyatt, St. Albans. 

Second District: C. M. Campbell, Manchester 
Center. 

Third District: F. E. Farmer, St. Johnsbury. 

Fourth District: J. H. Woodruff, Barre. 


Executive Committee: 
B. F. Cook, Rutland. 
W. G. Ricker, St. Johnsbury. 
A. B. Soule, Burlington. 


Publication Committee: 
W. G. Ricker, St. Johnsbury. 
C. F. Dalton, Burlington. 
A. M. Cram, Bridgewater. 


Legislative Committee: 
C. H. Beecher, Burlington. 
E. J. Quinn, Castleton. 
E. A. Tobin, Bennington. 


Medical Education: 
N. R. Caldwell, Burlington. 
S. W. Hammond, Rutland. 
S. S. Eddy, Middlebury. 


Necrology Committee: 
B. D. Adams, Burlington. 
G. G. Marshall, Rutland. 
H. L. Pierce, Swanton. 


Medico-Legal Committee: 


J. N. Jenne, Burlington. 
F. E. Farmer, St. Johnsbury. 
E. A. Hyatt, St. Albans. 


Health and Public Instruction: 


F. J. Lawliss, Richford. 

A. B. Soule, Burlington. i 
Stewart Ross, Rutland. 

A. B. Woodman, Springfield. 

E. H. Buttles, Burlington. 


Delegates: 


Maine, L. R. Goodrich, Vergennes. 

New Hampshire, G. B. Hyde, Wilmington. 

Massachusetts, G. A. Anderson, Brattleboro. 

Connecticut, L. H. Ross, Bennington. 

Rhode Island, A. L. Fogg, Burlington. 

New York, L. E. Sample, St. Albans. 

American Medical Association, W. G. Ricker, 
St. Johnsbury; Alternate, C. H. Beecher, Bur- 


lington. 
Anniversary Chairman: 
O. N. Eastman, Burlington. 


Members of New England Medical Council: 
J. H. Woodruff, Barre. 
G. G. Marshall, Rutland. 
W. G. Ricker, St. Johnsbury. 
J. A. Stevenson, Chester. 
E. A. Hyatt, St. Albans. 


Nominees to Governor for Appointment to the Board 
of Medical Registration: ——— 


Officers of the House of Delegates: 
President: F. J. Lawliss, Richford. 


First Vice-President, Ralph Seeley, Rutland, 
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Second Vice-President: E. D. McSweeney, Bur- 


lington. 
Secretary: E. J. Rogers, Pittsford. 
Geo. B. Hype, 
F. J. LAwLiss, 
FRANK C. PHELPS, 
Nominating Committee. 


Dr. Beecher moved that the report of the 
nominating committee be accepted as presented. 
Motion seconded and so voted, and the Presi- 
dent declared the nominees elected to the respec- 
tive offices for which they were nominated. 

Dr. Beecher suggested that inasmuch as the 
treasurer’s report showed an increase of some 
$1920 this last year, that it might be well for 
the Publication Committee to see what arrange- 
ments could be made with the New England 
Journal of Medicine in order that each mem- 
ber of the Vermont State Medical Society might 
receive weekly, instead of monthly, issues of the 
Journal, throughout the year; that under such 
an arrangement the comparatively few who take 
the monthly Journal might drop that and have 
the weekly Journal. 

Dr. Cramton moved that the Publication 
Committee be authorized to investigate this mat- 
ter with the New England Journal of Medicine 
and see if suitable arrangements could be made 
for weekly copies of the Journal to be sent to 
every member of the Society. 

Dr. Beecher offered the amendment that the 
committee report back at next year’s meeting of 
the House of Delegates. 

Amendment accepted by Dr. Cramton, and the 
motion as amended, was seconded, and so voted. 

Dr. Ricker considered this a very good idea 
and stated that the committee would be very glad 
to take it up, and also to consider another angle, 
that inasmuch as the Society is now paying the 
Journal out and out for printing, that possibly 
a revised printing contract could be secured on 
the basis of a subscription contract, without its 
costing very much. 

Vice-President Cram called for any further 
unfinished business, and there being none pre- 
sented, it was moved, seconded, and voted that 
the House of Delegates adjourn. 


Adjournment. 


MISCELLANY 


VERMONT DEPARTMENT OF PUBLIC HEALTH 
OcTOBER, 1935 


The incidence of communicable diseases reported 
to this Department during the month of October 


is as follows: chicken pox 194, diphtheria 8, German 
measles 20, measles 138, mumps 29, poliomyelitis 17, 
scarlet fever 40, typhoid fever 2, undulant fever 3, 
tuberculosis 7 and whooping cough 130. 


The Laboratory of. Hygiene made a total of 1,976 
examinations in October, the detail of which is, 


Examinations for diphtheria bacilli 189 
Widal reaction of typhoid fever 45 
undulant fever 
MWOTROCOCCE 
syphilis 
water, chemical and bacterio- 

logical 

water, bacteriolOgiCal 

milk, market 

milk, submitted for 

ical only 

milk, submitted for micro- 

scopical 

drugs 

for courts, AUTOPSIES 

“courts, miscellaneous 

Autopsies to complete death returns 

Examinations, miscellaneous 


chem- 


7 


The Division of Venereal Diseases received reports 
of 33 cases of gonorrhea and 22 cases of syphilis. 
Five hundred and seventy-six Wassermann outfits 
and 294 slides were distributed by this Division in 
October. 


The Division of Tuberculosis has received orders 
for 8,000 weight picture cards and 6,000 school in- 
spection cards, from the teachers of the state. Sets 
of posters in posture and nutrition have been sup- 
plied to about 500 schoolrooms. This Division is 
now organizing the work of the Christmas seal sales. 

One hundred and forty-five patients were seen by 
the Poliomyelitis After-Care nurses, 140 of these 
being at their homes. Two patients were admitted to 
the Audubon Hospital and one patient was dis- 
charged from the Massachusetts General Hospital. 
Thirty-one new pieces of apparatus were fitted to 
patients. The Vocational Teacher of this Division 
reports sales made for the month totaling $157.21. 


The State Advisory Nurse of the Public Health 
Nursing Division visited twenty towns of the state 
in the interest of the work of this Division, at- 
tending conventions, assisting in P. T. A. meetings 
and giving talks to various groups. One thousand, 
three hundred and sixty-four notifications of birth 
registration, 489 diphtheria Consent cards and 107 
baby booklets were mailed to parents during this 
month. 
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PROGRESS IN TUBERCULOSIS 
1934-1935 


BY JOHN B. HAWES, 2ND, M.D.,* AND MOSES J. STONE, M.D.* 


HIS past year has shown definite progress 
in tuberculosis not only in accepting new 
procedures and ideas, but also in discarding 
those that have been shown to be not worth 
while. Surgery of the chest has made rapid 
strides. There is a better selection of cases as 
well as a constant improvement in surgical tech- 
nique. Collapse therapy is no longer looked 
upon as a last resort measure, while at the 
same time, there has appeared in the literature 
a plea for conservatism in this regard much 
needed in certain parts of this country to check 
those enthusiasts who would use radical sur- 
gery in every case of pulmonary tuberculosis. 
The B. C. G. treatment—the active immuniza- 
tion of patients with an attenuated strain of 
tubercle bacilli—is not referred to so frequently 
in the literature as was the case in the past 
four to five years. With the exception of W. H. 
Park and his associates in New York, very lit- 
tle work is apparently being done on this sub- 
ject in this country. We await with interest 
the result of Dr. Park’s investigations. 
Laboratory methods, such as differential leu- 
cocyte counts and sedimentation tests, are find- 
ing their right place as adjuvants rather than 
supplementing other tests in diagnosis, prog- 
nosis, and treatment as their supporters  be- 
lieved would be the ease. 


EPIDEMIOLOGICAL STUDIES 


Fellows H. H.: (Am. Rev. Tuberc. 30: 109 
[July] 1934) has made a study of the inci- 
dence of pulmonary tuberculosis in all appli- 
cants for positions at the home office of the 
Metropolitan Life Insurance Co. In 1.03 per 
eent of cases, the x-ray disclosed a definite and 
characteristic lesion. Among those working in 
the office and therefore of an older average age, 
he found an incidence of 3.6 per cent of pul- 
monary tuberculosis. He calls attention to cer- 
tain facts which, although recognized for a long 
time, are well worthy of repeated emphasis. 


(1) Routine careful roentgenological exam- 
inations disclose a fairly constant and definite 
percentage of cases of actual pulmonary tuber- 
culosis among the presumably healthy popu- 
lation. 

(2) A large proportion of such cases espe- 
cially in younger persons is apt to be active 
and in need of immediate treatment or at least 
careful observation. 

(3) Active tuberculosis occurs in older adults 
more frequently than is generally recognized. 


*Hawes, John B.—President, Boston Tuberculosis Association. 
Stone, Moses J.—Assistant Professor, Diseases of the Chest, 
Boston University Medical School. For records and addresses 
of authors see *‘This Week’s Issue,”’ page 1101. 


Reisner, D.: (Am. Rev. Tuberc. 30: 375 [Oct.] 
1934) reports the results of an extensive study 
of the relations between extrapulmonary and 
pulmonary tuberculosis. In 240 cases with clin- 
ically manifest extrapulmonary’ lesions only 
about one-fifth presented evidence of active 
pulmonary lesions. He feels as a result of this 
work that there is no reason to believe that there 
is a mutual antagonism between pulmonary and 
extrapulmonary tuberculosis although he does 
believe that the individual with a pulmonary 
tuberculous lesion is far less apt to have some 
nonpulmonary complication than the reverse. In 
his experience manifest extrapulmonary lesions 
are conspicuously rare in the common forms 
of pulmonary tuberculosis. 

Brachman, D. S.: (Am. J. Roentgenol. 
30: 303, 1933) urges x-ray examinations of 
healthy children especially those of high school 
age. In the course of a study of 35,000 school 
children including 9,000 of high school age 
fifteen cases of adult tuberculosis, one per cent 
of the enrollment, were found in one high 
school. In only one of these cases were physical 
signs and symptoms sufficiently evident to de- 
mand investigation as to the existence of tuber- 
culosis. The adult type was rarely found in 
grade-school children, but occurred in 0.5 per 
cent of high school pupils. 

Banks, H. S., and Weir, J. H.: (Tubercle 
14: 385 [June] 1933) point out that the diag- 
nosis of pulmonary tuberculosis in children is 
frequently made without sufficient evidence. He 
stresses especially the fact that pulmonary tu- 
berculosis in children between three and twelve 
years is very rare and that chronic nontuber- 
culous infection of the lungs at this age is very 
common. He suggests that more attention should 
be paid to the efficient treatment of the acute 
lung conditions. (We would rather disagree 
with this statement as to the frequency of 
chronic nontuberculous conditions in young 
children. J. B. H.-M. J. S.) 


Pollock, W. C., and Forsee, J. H.: (Am. Rev. 
Tuberc. 31:203 [Feb.] 1935) discussing the 
very controversial question whether a slight tu- 
berculous infection is or is not a good thing in 
that it causes a certain degree of immunity are 
of the opinion that tuberculous allergy which 
follows an initial invasion of the host by tu- 
bercle bacilli serves when maintained at an op- 
timum level as a protective agent. They do not 
believe, however, that all primary tuberculous 
invasions are so benign in character. The pro- 


tective quality of small infections they feel may 
hinder or prevent later exogenous reinfections. 
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They emphasize the importance and danger of 
repeated and massive infections as a cause of 
progressive disease. 

Bentley, F. J.: (J. State Med. 42: 249 [May] 
1934) in a study of the tuberculosis mortality 
among young women between the ages of fifteen 
and twenty-five find that fully fifty per cent of 
all deaths in that age group is caused by tuber- 
culosis. He discusses the different factors that 
might account for this. 

From 1911 to 1921 females whose work is clas- 
sified as ‘‘shops’’, ‘‘dealers’’, ‘‘merchants’’, and 
‘finance’? have increased by one hundred 
thousand. Domestics in this age group have 
decreased by eighty thousand from 1901 to 1921. 
One potent reason for this very high mortality 
among young women is that they have left the 
security and comfort of domestic service for 
the hazard of the shops, the office, and the fac- 
tory. 

Schrempf, K.: (Beitr. z. Klin. d. Tuberk. 
84:508 [April] 1934) studied 129 infants, 185 
preschool children, 7214 school children, and 
2384 adults, with regard to the réle that heredity 
may play in tuberculosis. He concludes that 
heredity is not a factor so far as mere infec- 
tion is concerned. The gravity of the course of 
any primary infection is determined purely by 
the massiveness of the said infection. 

Viethen, A.: (Beitr. z. Klin. d. Tuberk. 85:50 
[June] 1934) has studied tuberculin sensitive- 
ness in contact and noncontact children for a 


period of fifteen years. Only 1.7 per cent of 
the original reactors lost their skin sensitiv- 
ity. Generally the skin sensitivity remained the 
same or increased even with progressive heal- 


ing. He found that the actual degree of al- 
lergy did not show any relation to the clinical 
course of the disease. 

Paretzky, M.: (Am. Rev. Tuberc. 31:553 
[May] 1935) made a comparative study of posi- 
tive and negative reactions that belonged to 
the same families. He found that the prognosis 
was considerably more unfavorable for those 
children who reacted negatively to tuberculin. 
He urges that special attention should be given 
to negative reactors if for some reason they are 
obliged to remain exposed to infection. 

Cunningham, R. L.: (Am. Rev. Tuberc. 31: 
576 [May] 1935) urges complete health pro- 
grams for university students. 

She quotes the following routine procedure 
as recommended by the committee on tuberculo- 
sis of the American Student Health Association. 


(1) A eomplete history. 

(2) <A physical examination including aus- 
cultation of the bared chest for rales occurring 
during inspiration after cough. 

(3) Routine intracutaneous tuberculin tests, 
with repeated tests on negative reactors at least 
once each year. 


(4) Routine x-ray films of the chest of all 
new students as a matter of record, with stereo- 
scopic films of all diagnosed as suspicious by flat 
films. X-rays on all individuals who change 
from negative to positive reactions. 


LABORATORY STUDIES 


Stivelman, B. P.: (Am. Rev. Tuberc. 30:60 
[July] 1934) discusses the theories of Coryllos 
concerning the réle of atelectasis in pulmonary 
tuberculosis. He is convinced that the collapse 
of cavities in negative pressure pneumothoraces 
is brought about by the absorption of the air 
they contain following the kinking of their 
draining bronchi. Tubercle bacilli being strict 
aerobes are markedly attenuated when they are 
thus deprived of an adequate amount of oxy- 
gen. He feels that lobular atelectasis by im- 
pairing the local circulation materially dimin- 
ishes the available oxygen supply in the area 
involved and so adversely affects the growth of 
the tubercle bacilli. He is strongly of the opin- 
ion that confluent lobular atelectasis occurs very 
frequently and early in the course of phthisis, 
and that it encourages local fibrosis by produc- 
ing a local tissue respiratory deficiency. 

Kaminsky, J.: (Am. Rev. Tuberc. 31: 480 
[April] 1935) studied a group of patients in 
which he endeavored to correlate the leucocytic 
picture with the clinical and x-ray findings. He 
found that the leucocyte count is of distinct 
help in evaluating treatment, in selecting pa- 
tients for collapse therapy and, to a certain 
extent, in gauging the prognosis in a given case. 

Medlar, E. M.: (Am. Rev. Tuberc. 31: 642 
[June] 1935) continues his studies on the path- 
ological significance of the leucocytic reaction 
in tuberculosis. He made an analysis of 281 
eases of pulmonary tuberculosis on the basis of 
consecutive leuecocytic counts. He compared the 
pathological interpretation with the status of 
the cases one to five years after discharge. His 
comparison showed that the pathological inter- 
pretation is substantiated. He concludes that 
the leucocytic reaction does indicate the trend 
of the underlying pathological process. 


TREATMENT 


Gordon, B.: (Am. J. M. Sc. 87:692 [May] 
1934) (Am. Rev. Tuberc. 30:72 [July] 1934) 
discusses his experience with diaphragmatic sup- 
ports in the treatment of tuberculosis. The 
type of support should vary according to the 
type of patient. For the well-developed abdo- 
men, he uses a heavy broadcloth, somewhat 
diamond shaped, the front piece equipped with 
stays which are bent inward at the middle. The 
forty-one patients on whom he bases his report 
were made up of twenty-three with bronchitis, 
bronchiectasis, asthma and emphysema, and 
eighteen cases of pulmonary tuberculosis. In 
one of the four tuberculous patients a large 
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cavity entirely disappeared while in three, cav- 
ities deereased more than two em. in diameter. 
He econeludes that abdominal supports give 
symptomatic relief and in some cases cause 
healing. He noted a progressive elevation of 
the diaphragm along with a decrease in the ver- 
tical excursion of the lungs, a condition not 
unlike that seen following phrenicectomy. 

(The use of such binders designed to com- 
press the diaphragm from below upwards is 
analogous to the use of shot bags on the chest 
wall. In a few cases good may be done while 
it is hard to see how any harm ean result. 
J. B. H-M. J. S.) 

Fales, L. H., and Beaudet, E. A.: (Am. Rev. 
Tubere. 30:225 [Aug.] 1934) make a strong 
plea for the more conservative treatment of pul- 
monary cavities. While they admit that chest 
surgery is one of the most important develop- 
ments in the treatment of pulmonary tubercu- 
losis in recent years, they are not ready to have 
it overshadow the importance of rest in the 
treatment of all types of cavities. 

They are emphatic in their statement that 
cavities of recent origin should be treated quite 
differently from the older types. Nearly all 
exudative cavities should be treated by strict 
bed-rest, along with a large percentage of pro- 
ductive cavities, but they agree that practically 
all fibrotic cavities should be recommended for 
surgical procedure at once. 

Banyai, A. L.: (Am. Rev. Tuberc. 30: 642 
| Dee.] 1934) recommends the use of carbon diox- 
ide and oxygen inhalations in the treatment of 
pulmonary tuberculosis. He uses a mixture of 
ten per cent carbon dioxide and ninety per 
cent oxygen. ‘Fhe benefits derived from this 
treatment are easy effortless expectoration, dim- 
inution of cough and relief from dyspnea. He 
also claims that along with this are more pro- 
longed rest for the diseased lungs because of 
the absence of cough, better and more relaxed 
sleep, improvement in the general well-being, 
and better appetite. 

Cocke, C. H.: (Ann. Int. Med. 7: 746 [Dec.] 
1933) advises conservatism in the treatment of 
pulmonary tuberculosis. He points out that 
on a régime of rest alone healing takes place 
sufficiently often to justify a period of observa- 
tion in the majority of cases in private prac- 
- tice. He believes that hasty collapse is unwise, 
frequently unnecessary. He warns that those 
who claim good results by the use of collapse 
therapy in very early lesions are apt to forget 
that it is careful bed-rest and close supervision 
that bring about their most brilliant results. 

Heaf, F.: (Tuberc. 15:13 [Oct.] 1933) dis- 
cusses the misapplication of artificial pneumo- 
thorax in the treatment of pulmonary tubercu- 
losis. He states that in the clinical selection 
of cases, too often the patient’s individual re- 
sponse to treatment is not considered. Within 
certain limits, depending upon the virulence 
and intensity of the infection, the body is able 


to control the toxemia and to produce a natural 
arrest of the lesion. He feels that in such eases, 
——-" is unnecessary and may be harm- 

Wiener, J. J. and Fishberg, M.: (Arch. Int. 
Med. 52: 341 [Sept.] 1933) give a very discour- 
aging picture of their results of thoracoplasty. 
In a study of forty-four patients, who under- 
went this operation, they had a mortality rate of 
nine per cent, while eighty per cent of the pa- 
tients did not benefit by this procedure. Thoraco- 
plasty had no effect on controlling recurrent 
hemorrhage. Serial roentgenograms of each 
operative case have shown that complete col- 
lapse of tuberculous cavities did not result in 
a single case. The authors are of the opinion 
that if these patients had not undergone thora- 
coplasty, the results would have been much bet- 
ter. (The fact that Fishberg’s result in a small 
series of thoracoplasties were not good in no 
way detracts from the benefits accruing from 
this operation in properly selected cases with 
high-grade surgical technique. J. B. H.-M. J. 8S.) 

Brock, B. L., and Mullen, A. B.: (Am. Rev. 
Tuberc. 30: 653 [Dee.] 1934) discuss the treat- 
ment of pulmonary tuberculosis in the young. 
The results of their investigation are based upon 
a study of 367 patients between the ages of 
twelve and twenty-one years. Although statis- 
tics generally show a much higher death-rate 
among young girls than among young boys and 
older individuals, the results in their study 
showed that young women in their teens ob- 
tain just as good results when hospitalized and 
properly treated as do young men in their 
teens. The extent of this disease and whether 
unilateral or bilateral played a much greater 
role in determining end results than is supposed. 
When the sputum remained positive following 
hospitalization their end results were uniformly 
poor. 

They emphasize that artificial pneumothorax 
therapy in this young age group is by far the 
method of choice. If the diagnosis is made early 
enough before the disease becomes bilateral, with 
immediate and successful collapse of the lung 
by means of artificial pneumothorax, the chances 
for a favorable outcome are good. (This small 
number of cases does not alter the fact that the 
mortality from tuberculosis among young girls 
is shockingly high and presents an urgent prob- 
lem. J. B. H.-M. J. S.) 

Potter, B. P.: (Am. Rev. Tuberc. 31:499 
[May] 1935) stresses certain concepts in the 
collapse therapy of tuberculous cavities. 

First, the infiltrative or acino-nodose form of 
pulmonary tuberculosis with negative sputum 
is best treated by the usual hygienic régime 
unless ulceration or progression takes place 
during the treatment. With an infiltrative le- 
sion with positive sputum and only slight or in- 
definite evidence of cavitation, collapse therapy 
should be favored if after a liberal period of 


bed-rest there has been little or no improvement. . 
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When the cavity is larger, collapse in one of 
its forms should be immediately resorted to 
unless there are other contraindications. Sec- 
ondly, he contends that compression should be 
confined to the diseased portion of the lung; 
in other words the collapse should be a ‘‘selec- 
tive’’ one and should not collapse the unaffected 
parts of the lung. (Exactly how he plans to 
arrange this we do not know. J. B. H.-M. J.S.) 
Thirdly, he believes that the only criterion of 
a satisfactory result is x-ray evidence of a closed 
cavity. Fourthly, he stresses the point that in 
considering collapse therapy for any individ- 
ual, one should think of it in all its forms, any 
one or combination of which may have to be 
used at the appropriate time. 


Peters, A.; Pope, A. S.; Morriss, W. H.; 
Packard, E. N., and Miller, O. O.: (Am. Rev. 
Tuberc. 31:85 [Jan.] 1935) report the results 
of their survey of artificial pneumothorax in 
representative American tuberculosis sanatoria. 
These men were appointed by the American 
Sanatorium Association to report on pneumo- 
thorax therapy in this country. 

They found that the proportion of patients 
in whom therapeutic pneumothorax was induced 
or attempted varied from less than one per 
cent to thirty-four per cent with an average 
of approximately ten per cent. In their survey 
exactly twice as many females as males re- 
ceived pneumothorax treatment. By far the 
largest number of these patients were between 
In only 


the ages of twenty and thirty-five. 
thirty-eight per cent of the cases included could 


an effective collapse be obtained, while in 
nearly two-thirds of the series studied, it was 
necessary to discontinue treatment premature- 
ly, most frequently because of the development 
of pleural complication, especially obliterative 
adhesions. The later results, however, one to 
fifteen years after termination of pneumothorax 
treatment appeared to be distinetly gratifying. 
Over seventy per cent of those followed were 
still living and of these seventy-five per cent 
Were able to work. They conclude that con- 
sidering its limitations, artificial pneumothorax 
appears to be one of our most valuable thera- 
peutic measures in the treatment of pulmonary 
tuberculosis. They add that discontinuance 
of treatment is warranted in many cases after 
a reasonable and adequate period of effective 
treatment. They fail though to explain the 
term ‘‘reasonable and adequate period.’’ (It 
must be admitted that this painstaking survey 
adds remarkably little to what we already 
know on this subject. J. B. H.-M. J. 8.) 
Jones, K. P.: (Am. Rev. Tuberc. 30:670 
[Dec.] 1934) discusses the technique of artificial 
pneumothorax treatment. He finds as a re- 
sult of a questionnaire sent to ninety differ- 
ent clinics that more than fifty per cent of 
the men doing pneumothorax work do not use 
gloves or a sterile gown and that there is a 


definite tendency to use ordinary aspirating 
needles about gauge eighteen and two inches 
long instead of special ones for this purpose. 
Fluoroscopy as a check-up to refills is advised 
by practically all eclinies. Opinions varied great- 
ly as to the length of time for the maintenance 
of pneumothorax treatment, the average time 
being two and a half years. 

Head, J.: (Am. Rev. Tuberc. 30: 277 [Sept.] 
1934) discussing bilateral artificial pneumo- 
thorax states that if pneumothorax is stopped 
on one side and started on the other, or if the 
pneumothorax on the side continued in eol- 
lapse, be kept selective, no increased burden 
is thrown upon the affected areas in the oppo- 
site lung. 

Myers, J. A., and Levine, I.: (Am. Rev. Tuberc. 
31:518 [May] 1935) appeal for earlier collapse 
treatment in the progressive minimal cases of 
pulmonary tuberculosis. They state that there 
is nO more reason why we should wait to insti- 
tute collapse therapy until the disease has be- 
come extensive and the risk poor than there is 
for the surgeon to wait until the appendix has 
ruptured before he operates. They point out 
that there are two chief dangers from procrasti- 
nation in progressive minimal pulmonary tuber- 
culosis. The first danger is to the patient him- 
self. The more the disease spreads, the more 
destruction of lung tissue will result and the 
more likely he is to become definitely ill from 
it. Cavities form, and the lung often becomes 
adherent to the chest wall. The second danger 
is to his associates. Thus they conclude that if 
one acts quickly in the institution of collapse 
therapy, extension of the disease may be pre- 
vented, and if the sputum is positive it may 
readily and early be rendered negative. (The 
growing tendency toward radicalism in collapse 
therapy is to be deplored. We still believe that 
nature should be given a chance and that two 
to four months of observation in such eases is 
none too long. J. B. H.-M. J. 8.) 

Kremer, W.: (Beitr. z. Klin. d. Tuberk. 83: 
675 [Nov.] 1933) discusses the various indica- 
tions for collapse therapy. He believes that 
pneumothorax should not be given in the pres- 
ence of very recent and destructive infiltration, 
because of the danger of pleural rupture. He 
feels that it is better to keep the patient at 
absolute bed-rest until some fibrosis has re- 
placed the infiltration. He is of the opinion 
that it is useless to continue pneumothorax over 
a long period of time in the presence of large 
stiff-walled cavities. In such eases, pneumo- 
thorax should be considered only as_ prelim- 
inary te thoracoplasty, partial or complete. 

O’Brien, E. J.: (Am. J. Roentgenol. 30: 315, 
1933) is firmly of the opinion that in patients 
with minimal lesions, the proper use of ecol- 
lapse therapy may. lead to recovery in almost 
all cases. He prefers phrenicectomy as a sim- 
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pler procedure than pneumothorax and one 
which accomplishes the desired result in many 
patients. He finds that temporary paralysis 
of the diaphragm from simple crushing of the 
phrenie nerve is sufficient to allow healing in 
some eases, but that a permanent paralysis with 
or without pneumothorax is ordinarily desir- 
able. In his experience, the paralyzed dia- 
phragm, although losing its muscle tone, be- 
comes a tense firm membrane stronger, if any- 
thing, than before. (The last statement needs 
further study and confirmation before being 
accepted as true. J. B. H.-M. J. 8S.) 

Morgan, R.: (Am. J. Roentgenol. 33: 309, 
1933) makes a plea for artificial pneumothorax 
therapy in bilateral cases of pulmonary tuber- 
culosis. In his experience unilateral collapse 
commonly has a favorable effect on both lungs. 
The most reasonable explanation of this effect 
on the contralateral lung is because of the de- 
creased size of the thorax due to the shifting 
of the mediastinum. He found that in many 
cases of far-advanced tuberculosis at first looked 
upon as hopeless, much improvement has fol- 
lowed energetic and persistent employment of 
collapse measures, and he recommends that pa- 
tients of this type be offered this chance. (AI- 
though it is undoubtedly true that bilateral 
pneumothorax is not used as much as it should 
be, the fact remains that it is only in com- 
paratively few cases and only after mature 
study that it should be tried. J. B. H.-M. J. 8.) 


Nehil, L. W., and Alexander, J. J.: (Thoracic 
Surg. 2:549 [Aug.] 1933) give the results of 
their extensive experience with phrenic paraly- 
sis. The best results were obtained in limited 
fresh lesions; the worst results in eases with 
extensive fibrotic lesions containing large stiff- 
walled cavities. On the whole, they are satis- 
fied that phrenic paralysis is of genuine value 
in the treatment of pulmonary tuberculosis. 
Paralyzing the diaphragm did not cause adhe- 
sion formation which might subsequently inter- 
fere with induction of pneumothorax. 


Schwatt, H.: (Am. J. M. Sc. 187: 338 [March] 
1934) studying the behavior of the diaphragm 
after phrenicoexairesis found that the degree 
of elevation of the diaphragm bears no con- 
sistent direct relation to the time elapsed after 
operation. The amount and time of the maxi- 
mum rise depend on the combined action of the 
intra-thoracic and intra-abdominal pressures, 
atrophy of the diaphragm, and the character of 
the pulmonary lesion, especially when it is in 
the lower lobe. 

McCarthy, C. K.: (Am. Rev. Tuberc. 30: 677 
[Dec.] 1934) gives his results of oleothorax ther- 
apy in a series of fourteen cases. He finds that 
oleothorax is an effective method in combating 
progressive pulmonary tuberculosis after other 
methods have failed. He used it in the oblitera- 


/ 


tive pneumothorax cases, in cases of pneumo- 
thorax treatment where cavities resisted closure, 
ahd in cases of pyopneumothorax. He concludes 
that the procedure merits more extensive study 
and trial. (While it is undoubtedly true that 
oleothorax should be used more than it is at 
present, it still remains a procedure which 
should be earried out only in an institution and 


under close expert supervision. J. B. H.- 
M. J. S.) 


Dufault, P. L., and Laroche, A.: (Am. Rev. 
Tuberc. 31:139 [Feb.] 1935) attempt to an- 
swer that very elusive question of how long 
pneumothorax should be continued. They make 
an excellent remark that the nature of the pul- 
monary lesion before collapse is a more impor- 
tant factor than the amount of involvement or 
the age of the patient. In general they feel 
that a simple exudative lesion should receive 
pneumothorax treatment for a period of at least 
two to three years. In case of older fibroid 
processes with thick walled cavities a minimum 
of five to seven years is required. They plead 
for longer rather than shorter periods of treat- 
ment. 


Head, J.: (Am. Rev. Tuberc. 31: 386 [April] 
1935) reports on the results of a series of fifty 
thoracoplasties in which different types of op- 
eration were used. Fifty-six per cent were 
arrested, eighteen per cent markedly improved, 
two per cent unimproved, two per cent died from 
the operation, and six per cent died later of 
other causes. He attributes these favorable 
results to freer and earlier use of this opera- 
tion and to the fact that in every case the 
collapse was extremely complete. On the whole, 
he found that the results in the different groups 
of cases were in proportion to the completeness 
of the collapse of the diseased lung. 

Crimm, P. D.; Strayer, J. W., and Baker, 
C. S.: (Am. Rev. Tuberc. 31:1933 [April] 
1935) report on ninety-two thoracoplasties on 
fifty consecutive patients in whom there was 
no operative mortality. All of their cases were 
definitely improved. They admit that all the 
patients selected for operation were good op- 
erative risks, and that with one exception the 
disease was inactive. (Under such circum- 
stances it is not surprising that such good re- 
sults were obtained. J. B. H.-M. J. S.) 

Alexander, J.: (Arch. Surg. 28: 538 [March] 
1934) describes his method of pneumolysis with 
pectoral muscle fillings. He is enthusiastic con- 
cerning the advantage of this method but the 
fact that he employed it only seven times in a 
series of over 1100 other operations for pul- 
monary suppuration shows that the indications 
for this operation present themselves only in 
rare instances. 

Joannides, M., and Shapiro, P.: (J. Thoracic 
Surg. 3:315 [Feb.] 1934) recommend su- 
praclavicular apicolysis as an additional con- 
servative method to be used for patients in 
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whom major surgical procedures are contra- 
indicated. 

Cutler, J.W.: (Am. Rev. Tuberc. 30:416 
[Oct.] 1934) gives a clinical analysis of the 
treatment of adhesions in artificial pneumotho- 
rax. After discussing the various types of adhe- 
sions with the indications and contraindications 
for surgery, he concludes that closed pneumoly- 
sis can now be performed with relative ease and 
safety and is the operation of choice in such 
cases. 

Peters, L. S., and Cornish, P. G.: (J. A. M. A. 
101: 826 [Sept. 9] 1933) discuss the réle of 
pneumolysis as an adjunct to artificial pneumo- 
thorax. They state that compression is suc- 
cessful only as it is complete. They feel that 
pneumolysis is of great value by means of 
which they have converted seventy-five per 
cent of partial pneumothorax collapse into 
complete collapse. For patients whose cavities 
are not closed after a few months time with 
pneumothorax or an adherent pleura they ad- 
vise extrapleural pneumolysis, with the intro- 
duction of a paraffin pack. 

Matson, R. C.: (Surg. Gynec. & Obst. 58: 619 
[March] 1934) urges the use of the electrosur- 
gical method in intrapleural pneumolysis in- 
stead of the galvanocautery. He found that 
the use of the electrosurgical method has elim- 
inated the numerous disadvantages of the gal- 
vanocautery, namely heat, smoke, pain reac- 
tion after operation, and serious hemorrhage. 
Of 249 cases treated, sixty-one per cent were 
technically and clinically successful. There 
were two deaths, one due to spontaneous rup- 
ture of the lung following an asthmatic attack 
seven days after operation, the other from a 
profuse hemorrhage after the lung was suc- 
cessfully collapsed. The patient in the latter 
case was bleeding profusely from an open cav- 
ity before operation. 


CHILDHOOD TYPE OF TUBERCULOSIS 


Nalbant, J. P.: (Am. Rev. Tuberc. 30: 458 
[Oct.] 1934) makes an analysis of pulmonary tu- 
berculosis in infaney, childhood, and adoles- 
cence. In general he concludes that childhood 
type tuberculosis is a definitely benign disease 
with a good prognosis, in contrast to the adult 
type which is progressive and destructive. He 
speaks, however, of acute exacerbations charac- 
terized by fever, loss of appetite, general mal- 
aise, cough and even tubercle bacilli in the 
sputum, which usually soon subside. He feels 
that the reason these acute exacerbations be- 
have in this favorable way is due to the fact 
that in these children sufficient time has not 
elapsed to permit them to lose their high allergy 
to the invading organism. Later on, when re- 
infection takes place after the hypersensitivity 
has subsided, then the response will be entire- 
ly different with more localized disease and 
less tendency to general reaction and greater 


destruction of tissue. He notes especially the 
importance of early diagnosis and the need 
of surgical treatment of adult type lesions in 
the adolescent age. 

Wood, W. B.: (Lancet 2: 797 [Oct. 7] 1933) 
divides pulmonary tuberculosis in childhood 
into a benign group and a serious group. In 
the benign group he includes the following: 

(1) Tuberculous adenitis and epituberculous 

manifestations. 

(2) Chronic miliary tuberculosis. 

(3) Tuberculous pleurisy with effusion. 


In the serious group he lists: 

(1) Aeute miliary tuberculosis. 
(2) Tuberculous pneumonia. 
(3) Adult type of phthisis. 


Among other things, he speaks again of 
“‘epitubereulosis’’. He deséribes the signs of 
this condition as those of a lobar consolidation 
which usually involves the right upper lobe. 
It is seldom accompanied by symptoms of acute 
disease and runs a chronic course. There is 
no respiratory distress and neither the fine 
erepitations of incipient tuberculosis, nor the 
coarse crepitations of resolving pneumonia are 
heard. The process resolves, leaving a perfectly 
healthy lung or in some instances slight evi- 
dence of parenchymatous scarring. He feels 
that this whole condition may be an exudative 
response or an atelectasis due to compression 
of a main bronchus by an enlarged node. (De- 
spite this we do not like the term ‘‘epitubercu- 
losis’’, nor do we feel that it represents a defi- 
nite clinical entity. J. B. H.-M. J. 8S.) 


Park, W. H., Kereszturi, C. and Mishulow, 
L. (J. A. M. A. 101:1619 [Nov. 18] 1933) 
present two groups of children for considera- 
tion in order to show the difference between 
children of tuberculous families after vaccina- 
tion and without vaccination with B. C. G. 
They found that the mortality from tubercu- 
losis among children vaccinated with B. C. G. 
was definitely lower than that for correspond- 
ing controls. They found that B. C. G. is so 
attenuated that even under the most favorable 
conditions of artificial cultivation it is diffi- 
cult to increase its virulence to any degree. 
Pathological material obtained from children 
who were vaccinated with B. C. G. and died 
of other infections showed no evidence that 
B. C. G. tended to increase in virulence during 
its residence in the human body. The authors 
also do not think that slight primary tubercu- 
lous infection acquired by natural infection or 
produced by vaccination diminishes resistance 
against future superinfections by tuberculosis. 


SILICOSIS 


Bohme, A.: (Beitr. z. Klin. d. Tuberk. 84: 119 
[Dec.] 1933) observed a group of 300 patients 
with silicosis. One-half of the patients were ob- 
served five to eleven years. After five years 
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more than one-half of all these patients were 
dead. Of those who died seventy-two per cent 
had an active pulmonary tuberculosis, while in 
thirty-five per cent of all cases tubercle bacilli 
were demonstrated. He also found that the 
prognosis of silicosis is much graver in younger 
people. Silicosis in later age is not infrequently 
quite stationary. In general he found that in 
the presence of slight or first degree silicosis, 
pulmonary tuberculosis is not noticeably modi- 
fied, but patients of second or third degree sili- 
cosis show a marked susceptibility to tubercu- 
losis and in such individuals tuberculosis is 
always progressive. 

Merewether, E. R. A.: (Tuberc. 15:69 [Nov.] 
1933) gives his results of a very exhaustive 
study on the subject of asbestosis. He defines 
asbestosis as a specific occupational disease of 
the lungs caused by the inhalation of asbestos 
dust and characterized by the progressive de- 
velopment of fibrous tissue. The symptoms are 
insidious in their onset and irregular in their 
course. They consist mainly of cough and 
dyspnea. The roentgenograms show a diffuse 
ground glass appearance together with a fine 
pinhead mottling. Death usually results from 
a low-grade bronchopneumonia, but may be 
due to lobar pneumonia, bronchitis, influenza, 
or less often a subacute tuberculous infection. 
In the lungs of asbestos workers are found as- 
bestos bodies and spicules. From case histories, 
he found that when the dust is highly con- 
centrated the minimum period between the 
commencement of exposure and the production 
of a serious degree of asbestosis is approximate- 
ly seven years, although the average interval 
is about eleven years. 

Ellman, P.: (J. Indust. Hyg. 15:165 [July] 
1933) points out that the dyspnea in ashestosis 
which is one of the earliest symptoms is always 
progressive and may be out of proportion to 
the physical signs. Emaciation is also a dis- 
tinctive feature, while all the symptoms are 
worse in cold weather. He points out that for- 
merly it was considered that tuberculosis was 
an uncommon complication of asbestosis. It is 
now, however, known from studies made in 
later stages of the disease that there is a definite 
hazard of tuberculosis to asbestos workers. 


LARYNGEAL AND INTESTINAL TUBERCULOSIS 


Crawford, P. M., and Sawyer, H. P.: (Am. 
Rev. Tuberc. 30: 568 [Nov.] 1934) present their 
findings in 1400 autopsies on patients who died 
of pulmonary tuberculosis. 

In this series 68.8 per cent of cases of fatal 
phthisis showed at autopsy ulcerative tuber- 
culous lesions of the intestines. Tuberculous 
laryngitis occurred in 36.6 per cent of cases of 
intestinal tuberculosis, but 96.6 per cent of cases 
of tuberculous laryngitis showed intestinal ulcer- 
ation. They found that the portal of entry for 
tuberculous intestinal infection is the lower 


ileum. In eases of fatal phthisis with intes- 
tinal ulceration the incidence of amyloid disease 
is only slightly higher than in those without 
this complication. They emphasize the fact that 
a large proportion of tuberculous intestinal 
ulceration is not characterized by any definite 
symptoms during life. They conclude that the 
clinical detection of advanced tuberculous en- 
teritis is of prognostic importance only; point- 
ing toward an early fatal termination of the 
case. 

Dworetzky, J. P.: (Am. Rev. Tuberc. 31: 
443 [April] 1935) gives a review of his twenty 
years’ experience with laryngopulmonary tu- 
bereulosis. In his experience tuberculosis of the 
larynx is always a complication of pulmonary 
tuberculosis. The treatment therefore should 
be mainly that of the pulmonary disease. Col- 
lapse therapy will not only prevent the develop- 
ment of laryngeal tuberculosis but will also 
promote healing of coexisting laryngeal lesion. 
As to direct treatment vocal rest is of primary 
importance especially if the laryngeal lesion is 
of the acute or subacute type. When the le- 
sion is more or less localized cauterization by 
galvanocautery is the most valuable remedy we 
possess at present. When cauterization does not 
relieve dysphagia, he advises blocking of the in- 
ternal branch of the superior laryngeal nerve 
with alcohol. 


PREGNANCY AND TUBERCULOSIS 


Ornstein, G. G., and Kovnat, M.: (Am. Rev. 
Tuberc. 31: 224 [Feb.] 1935) studying the ef- 
fect of pregnancy on the prognosis in pulmo- 
nary tuberculosis found that the bad prognosis 
did not depend on the pregnaney but on the 
character of the pulmonary tuberculosis. All 
their deaths were in the caseous pneumonia 
group. On the other hand in the resolving ex- 
udative and chronie productive groups in which 
the prognosis is better and usually good, there 
were no deaths. Compared again with the non- 
pregnant group, pregnancy in itself had only a 
minor effect on the prognosis of the disease in 
the caseous pneumonia group. They conclude 
that the death rate differs very little in the 
pregnant women from the nonpregnant group if 
analyzed according to a qualitative classifica- 
tion rather than a quantitative. 

Krause, A. K.: (Editorial Am. Rev. Tuberc. 
31: 254 [Feb.] 1935) discusses the subject of 
pregnancy and tuberculosis editorially. He 
feels that just as normal and healthy women 
react differently to pregnancy, there being some 
for whom pregnancy is a positive physiological 
boon, and again others an unmitigated evil, 
likewise in case of the tuberculous woman preg- 
nancy may arouse or it may quiet down active 
tuberculous processes. He points out that 
pregnancy may exert a harmful effect on tu- 
bereulosis in those women who, without tuber- 
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eulosis would naturally tolerate pregnancy poor- 
ly, and a harmless or even beneficial effect on 
those tuberculous women who without tuber- 
culosis, would stand pregnancy well or even 
have their bodily economy improved by preg- 
nancy. 

MISCELLANEOUS 


Frommel, E. (Rev. de la tuberc. 1:256 
[Mareh] 1933) finds that when primary carci- 
noma of the lungs is associated with tubereu- 
losis the two were always situated in the same 
lung, and almost always at the same level in 
the same lobe; that the tuberculosis always 
preceded the carcinoma usually by several years, 
and that at death the tuberculous tissue is usu- 
ally destroyed by the carcinomatous growth. 

Beaumont, G. E.: (Lancet 2:918 [Oct. 21] 
1933) studying the relationship of vital capacity 
to activity in pulmonary tuberculosis found 
that an early active lesion will usually lower 
the vital capacity more than an extensive quies- 
cent one. He did not obtain any evidence to 
suggest that the lowering of vital capacity in 
active tuberculosis was due to toxic weaken- 
ing of the power of the expiratory muscies. 

Rienhoff, W. F.: (Bull. Johns Hopkins Hosp. 
53:390 [Dec.] 1933) reports two complete 
pneumonectomies. In one case of a child of 
three, and in another, a woman of twenty-four, 
the left lung of each was removed because of 
the presence in one of a benign and in the 
other of a malignant tumor. Two weeks be- 
fore operation the lung was collapsed by pneu- 
mothorax thus establishing a new circulatory, 
and respiratory equilibrium. Following re- 
moval of the lung, the wounds were not drained, 
and aspiration revealed only a small amount 
of serosanguineous fluid. In each case the heart 
was displaced to the left and the right lung ex- 
panded into the left chest within three months. 

Jackson, C., and Jackson, C. L.: (Am. Rev. 
Tuberc. 30:599 [Dec.] 1934) suggest that the 
primary causes of bronchiectasis are as follows: 


(1) Excessive viscosity of the primary path- 
ological bronchial secretions. 

(2) The secondary changes which this putre- 
faetive process brings about in the walls of 
the bronchi. 


They conclude that the chief means of pre- 
venting bronchiectasis is by forestalling the sep- 
tic-tank processes by bronchoscopic aspiration 
of the viscid pathological bronchial secretions 
before they have time to decompose. They find 
that the primary pus in bronchiectasis is not 
coughed up; hence sputum studies are mislead- 
ing and autogenous vaccines ineffective. The 
important organisms are found only in the 
residual pus removed bronchoscopically from 
primary foci after the bronchiectatic septic 
tank has been emptied by bronchoscopic aspira- 
tion. 

Overholt, R. H.: (Am. Rev. Tuberc. 31:121 
[Feb.] 1985) makes an interesting observation 
in eases of bronchiectasis of the left lower lobe. 
He points out that only the secondary effects 
produced in the upper lobes may be visualized 
on the plain x-ray film as the process itself may 
be hidden by the eardiae shadow. The secondary 
effects are revealed in the plain roentgenogram 
as a difference in density of the lung fields (in- 
dicating distention of the upper lobe on the 
affected side) and as an inequality in the posi- 
tion of the diaphragm best seen in the lateral 
roentgenogram. He feels that when such 
changes are seen in the ordinary P-A and 
lateral views, by inference an atelectatic bron- 
chiectasis of the lower lobe should be suspected. 
The investigation then can be supplemented by 
bronchoscopy and bronchography to confirm 
the diagnosis. 

Cocke, C. H.: (Am. Rev. Tuberc. 31:404 
[April] 1935) discusses pleural shock and air 
embolism. He is of the opinion that shock from 
air embolism is a rare occurrence, whereas shock 
from pleural irritation is probably a relatively 
common occurrence. 

Wasson, W. W.: and Waltz, H. D. (Radiol. 
22:432 [April] 1934) studied the relationship 
of sinusitis to pulmonary infection in 158 chil- 
dren. They feel that there is a definite rela- 
tionship between sinus disease and non-tuber- 
culous chest disease. The onset in both regions 
is approximately coincidental and progress in 
one parallels the other. They also found that 
cessation of sinus disease is usually accompanied 
by cessation of progress of non-tuberculous 
chest disease. 
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CASE 21481 
PRESENTATION OF CASE 


Approximately one year before entry the pa- 
tient, a forty year old Portuguese-American 
restaurant worker, began to complain of gen- 
eralized weakness. He consulted a physician 
who believed his symptoms were due to a run- 
down condition. His weakness progressed and 
approximately six months before entry he first 
noticed shortness of breath on climbing stairs 
and later even upon walking on level ground. 
He was forced to stop working and for the past 
five months remained at home. He was forced 
to use two pillows at night. Six weeks before 
admission he noticed edema of his legs, especial- 
ly after standing, a symptom which progressed 
during the past two weeks. The edema devel- 


oped even while sitting in a chair. During this 
period he had frequent attacks of nocturnal 


dyspnea. Three weeks before entry he caught 
a cold which was associated with a persistent 
relatively unproductive cough. Two weeks be- 
fore admission he had an attack of chills and 
fever at which time he had chest pain in the 
region of the left shoulder girdle and also two 
or three precordial twinges. For a few days, 
during which time he coughed quite severely, 
the phlegm was blood streaked. Ten days be- 
fore entry he consulted his physician who pre- 
scribed some white pills, six to eight a day, 
which relieved his nocturnal dyspnea and pro- 
duced some alleviation of his other symptoms. 
The pills, however, produced nausea and he 
stopped the medication two days before entry. 

His family history is non-contributory. 

At the age of eighteen he had an attack of 
acute rheumatic fever with involvement of sev- 
eral joints. The symptoms persisted for about 
seven months. He had had no attacks since 
then. There was no history of scarlet fever, 
chorea, or pneumonia. He had consumed a 
large quantity of alcohol in the past, drinking 
about one quart or so of whiskey a day, but 
during the past year limited himself to an oc- 
casional glass. 

Physical examination showed a well-developed 
and nourished man sitting upright in bed in 
slight respiratory distress. The neck veins were 
congested. The chest was slightly barrel 


shaped, and examination of the lungs showed 
numerous rales throughout. In addition, the 
bases were slightly dull. The heart was en- 
larged, the left border being 9 centimeters from 
the midsternal line, the right 2 centimeters. The 
heart sounds were distant; no thrills could be 
felt. There were systolic and diastolic mur- 
murs at the apex. No murmurs could be heard 
at the base. The rhythm was irregular. The 
blood pressure was 130/90. The abdomen was 
distended, moderately tympanitic, but in addi- 
tion contained some fluid. There was pitting 
edema of the lower extremities. 

The temperature was 97.4°, the pulse 118. 
The respirations were 20. 

Examination of the urine showed a specific 
gravity of 1.010 to 1.020 and a slight trace of 
albumin. The blood showed a red cell count 
of 5,650,000, with a hemoglobin of 90 per cent. 
The white cell count was 13,700, 57 per cent 
polymorphonuclears. The stools were negative. 
A Hinton test was negative. An electrocardio- 
gram showed normal rhy*’, rate 90, inter- 
rupted by ventricular pre: ure beats. There 
was left axis deviation and slurring Q-R-S com- 
plexes. There were also low, slightly diphasic 
T waves in all leads. Lead 4 showed absent Q, 
tall R, and deep T waves. The sedimentation 
rate was plus or minus 0.30 millimeters per min- 
ute. Two blood cultures were negative. 

X-ray examination of the chest showed both 
costophrenie angles and the lower lung fields 
obliterated by dullness. The lung markings 
were somewhat increased. The heart was en- 
larged in both diameters, particularly in the 
region of the left ventricle. The aorta was 
slightly tortuous but not widened. 

He was put on digitalis and in addition was 
given salyrgan intravenously on the seventh 
day. Salyrgan was again given on the tenth, 
fourteenth, seventeenth and twenty-second days 
without any diuretic effect. He developed edema 
of his hands and during the fourth week had a 
thrombosis of the right median vein which had 
previously been used for salyrgan injection. At 
about this time his temperature began to rise, 
reaching 103°. He also had some pleural pain. 
His white blood cell count was 8,600, and the 
sedimentation rate was 0.53 millimeters per min- 
ute. His fever continued and he rapidly went 
downhill. The lung fields on both sides were 
dull and moist rales were heard throughout. He 
had a hemoptysis and died one month after ad- 
mission. 


DIFFERENTIAL DIAGNOSIS 


Dr. J. H. Means: The history is that of 
progressive congestive heart failure developing 
during a period of one year or less, with the 
added picture at the end of pulmonary infec- 
tion, chills, fever, chest pain, cough and bloody 
sputum. The frequent attacks of nocturnal 
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dyspnea suggest a lesion gravely involving the 
myocardium. 

There is a story of rheumatic fever at eight- 
een but that by no means proves that this 
man’s heart disease is rheumatic in its etiology. 
Rheumatie fever coming for the first time at 
the age of eighteen is rather apt to spare the 
heart. It is much more likely to involve the 
heart in childhood than in adult life. In this 
particular case the onset of symptoms of heart 
failure coming on for the first time at the 
age of forty incline me to suspect more syphil- 
itic heart disease or some type of degenerative 
heart disease than rheumatic heart disease. Hy- 
pertensive heart disease may behave in this 
fashion. 

The physical examination showed a man 
with orthopnea and engorged neck veins. En- 
gorged neck veins in the upright position are 
always important. They indicate of course a 
high venous pressure. Any type of right sided 
heart failure may produce such a picture. The 
conditions which produce engorgement other 
than ordinary congestive failure are constric- 
tive pericarditis, mediastinal disease which oc- 
cludes the great veins, and under acute cireum- 
stances pulmonary embolism. There is noth- 
ing to suggest the last mentioned in the early 
stages of this case. Later, although we are 
told of no sudden episode other than hemopty- 
sis, it appears that the man had some venous 
thrombosis from which an embolus could have 
been derived. The cardiac enlargement pres- 
ent is entirely left sided. The murmurs present 
could be due to either mitral or aortic dis- 
ease. We would have to know more about 
them than we have been told, to say much. 
Of course the absence of murmurs at the base 
points more toward the murmurs being mitral 
but there are cases where aortic murmurs are 
heard only at the apex. The rhythm is de- 
seribed as irregular but it turns out later that 
eardiogram shows this not to be fibrillation. 
There is no mention of engorgement of the liver 
so we must assume that it was not demonstra- 
ble. Some pitting edema of the lower extremi- 
ties and slight ascites were present. 


The most important items in the laboratory 
findings are the negative Hinton test, which 
is considerable evidence against syphilis, al- 
though not absolutely excluding it, and the 
cardiogram showing ventricular premature beats 
and left axis deviation.’ The first sedimenta- 
tion rate described is within normal limits and 
the second one just slightly above the upper 
border of normal. The two negative blood cul- 
tures may be significant. 


The x-ray findings are consistent with a slight 
amount of fluid at the base of each chest. 

One other aspect of the case is that the nat- 
ural therapeutic effort to produce a diuresis 
with salyrgan was apparently complicated by 
a thrombosis of his right median vein. If we 


were told that he had had some pleural pain sub- 
sequent to this incident it might represent an 
embolism. But since the pleural pain ante- 
dated his hospital entry it does not seem to 
me that embolism is an important part of the 
total picture. Certainly it had nothing to do 
with the engorged neck veins which he had be- 
fore the thrombosis was produced. 


There is no doubt that this man died of some 
kind of heart disease. The question is chiefly 
what kind. An old rheumatic mitral disease 
with a very recent fresh bacterial endocarditis 
on top of it is a possibility. We are not jus- 
tified in making such a diagnosis with finality 
because we have no evidence of embolic phe- 
nomenon or an infection of the blood stream; 
nor have we a right to make a diagnosis of 
syphilitic heart disease, although I believe it 
is entirely possible. There is no evidence to 
suggest disease of the coronaries, nor can I say 
with certainty that there is any involvement of 
the pericardium. I am obliged somehow to ac- 
count for the fever. I have mentioned the en- 
docarditis possibility. I believe a more likely 
one is that the infectious process is in his lungs 
and is a low grade terminal bronchopneumonia, 
a type of infection to which patients dying of 
heart failure are especially prone. 


I believe this was a death from congestive 
heart failure with a superimposed infection, 
possibly bacterial endocarditis, possibly bron- 
chopneumonia. My alternate diagnoses are 
syphilitic heart disease with some terminal 
infection, or hypertensive heart disease with 
some terminal infection. 


CLINICAL DIAGNOSES 


Rheumatic heart disease. 
Congestive failure. 
Bronchopneumonia. 


Dr. J. H. Means’s DIAGNOSES 


Congestive heart failure, probably rheumatic 
in origin. 
Bronchopneumonia. 


ANATOMIC DIAGNOSES 


Rheumatic heart disease. 

Endocarditis, chronic rheumatic, mitral and 
aortic with slight stenosis. 

Cardiac hypertrophy and dilatation. 

Petechial hemorrhages of the pericardium. 

Thrombosis of the right median basilice vein. 

Pulmonary embolism. 

Pulmonary infarction. 

Ascites. 

Hydrothorax, bilateral. 

Peripheral edema. 

Pleuritis, chronic fibrous. 

Congestion of the liver, spleen and kidneys. 


id 


VOL. 213 
NO. 22 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 1097 


PaTHOLOGIC DISCUSSION 


Dr. Tracy B. Mauuory: Dr. Means was quite 
right in believing that this man died primarily 
from congestive heart failure, and was probably 
wisely cautious about trying to name the exact 
cardiae lesion. The murmurs found were con- 
sistent with either mitral or aortic disease, as 
he pointed out, and although their location 
favored mitral involvement the other clinical 
findings, such as the predominant left-sided 
hypertrophy, the very rapid progression of the 
decompensation, the lack of auricular fibrilla- 
tion, the left axis deviation, the attacks of noe- 
turnal dyspnea, and the slight anginal epi- 
sodes, all favored aortic disease. 

What we found at autopsy was a consider- 
ably enlarged heart, weighing 525 grams, with 
hypertrophy of both the right and the left 
ventricles, though the left ventricular enlarge- 
ment was the more marked. Both the aortic 
and the mitral valves were involved, both cer- 
tainly stenotic and both probably somewhat in- 
sufficient. The character of the valve lesions 
left no doubt of their rheumatic origin and 
there was no trace of any fresh endocarditis. 

The pulmonary complication, which both Dr. 
Means and the clinicians on the wards had in- 
terpreted as bronchopneumonia, turned out 
to be multiple pulmonary emboli with infarcts 
varying from one centimeter up to five centi- 
meters in diameter. Every year we have two 
or three cases in which unsuspected infarction 
of one or another organ has caused fever and 
leukocytosis, and is consequently mistaken for 
an infectious process. There is comparatively 
little doubt that the emboli arose from the 
thrombosed median vein in the right arm which 
at autopsy still showed fragments of adherent 
thrombus. Since none of the emboli were large, 
however, and most of the patient’s symptoms 
antedated them by several weeks, I do not be- 
lieve that they represented a very important 
element in his death. 


The rest of the body was essentially negative 
except for the evidences of severe chronic pas- 
sive congestion and the accumulation of large 
amounts of fluid in the pleural cavities and 
abdomen. 


CASE 21482 
PRESENTATION OF CASE 


A seventy year old white American male was 
admitted complaining of a swelling in the neck. 

For about a year before entry the patient 
had observed a slowly growing mass in the lower 
anterior portion of the neck, more on the left 
side, which had gradually increased in size un- 
til at the end of six months it was quite con- 
spicuous. There had never been any pain or 
respiratory difficulty. Occasionally when at- 
tempting to swallow a particularly large bolus 


of food he had a slight sensation of constriction 
in his throat but there was no other dysphagia. 
He had noticed no change in his voice. There 
had been no nervousness, loss of weight, or ab- 
normal sweating. Recently he had had occa- 
sional difficulty in initiating his urinary flow. 

His first wife had died of tuberculosis two 
years after marriage. The remainder of the 
family history is ncn-contributory. 

Physical examination showed a well-developed 
and nourished elderly white man who was not 
acutely ill. The left pupil was slightly larger 
than the right but both reacted to light and dis- 
tance. The teeth had been removed. A large 
mass was seen and felt in the lower portion of 
the neck, more on the left side. The mass was 
soft and nodular in character and seemed to be 
fairly well fixed to the deeper neck structures. 
The heart and lungs were negative. The blood 
pressure was 184/100. The prostate was sym- 
metrically enlarged, firm and smooth. There 
was a dermatitis about the scrotum and groins 
the character of which was not recorded. 

The temperature was 98°, the pulse 78. The 
respirations were 20. 

Examination of the urine showed a specific 
gravity of 1.010 to 1.026. There was a slight 
trace of albumin. The sediment was normal. 
The basal metabolic rate was plus 8. 

X-ray examination showed a large soft tis- 
sue mass in the neck which displaced the trachea 
to the right. There was no evidence of sub- 
sternal goiter. The lung fields were clear. There 
was tortuosity of the aortic arch. 

Three days after admission an operation was 
done upon the neck and an infiltrating mass ex- 
tending from the left lobe of the thyroid was 
only partially removed because of its extension 
into the deeper tissues. The patient made a 
fair recovery postoperatively except for some 
difficulty in voiding. The wound did not heal 
so promptly on the left side as it did on the 
right. The temperature remained normal 
throughout save for occasional transient rises to 
100° during the first postoperative week. He 
received four x-ray treatments to the neck and 
was discharged four weeks after admission. 

After his discharge he was followed in the 
Outpatient Department where he received sev- 
eral courses of x-ray treatment to the neck. His 
general condition slowly improved. The small 
non-draining sinus persisted within the opera- 
tive sear. Two and a half months after dis- 
charge the scar was reported to be deeply pig- 
mented and on the left side of the neck there 
was a large, stony hard, irregular mass extend- 
ing back to the trapezius. He came to the clinic 
irregularly for about a year and then did not 
return until three years later. At this time he 


‘stated that he had had a ‘‘cold’’ with hoarse- 


ness and loss of weight for two months. There 
had been some choking sensation and dysphagia. 
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He had had ‘‘shingles’’ three months before. 


The mass in the neck was now entirely stony 


hard and extended from the angle of the left 
jaw to the clavicle. 

Second Admission, six months later, four and 
a half years after the first admission. 

He was again admitted complaining of in- 
ereased difficulty in swallowing and hoarseness. 
The dysphagia, which had been slowly progres- 
sive, had become much worse during the three 
weeks prior to entry. He was compelled to 
chew foods very thoroughly and occasionally 
wash them down with some liquid. His weight 
had decreased during the preceding year from 
175 to 140 pounds. The hoarseness had become 
more pronounced. He had occasional dysuria 
with the passage of dark blood streaked urine 
which contained many shreds and considerable 
sediment. 

Physical examination showed a fairly well- 
developed but poorly nourished elderly man. 
The tonsils were small and buried. The uvula 
was bifid and the pharynx was slightly injected. 
The epiglottis was slightly thickened and ir- 
regular and was compressed to the right by 
the mass in the left side of the neck. The left 
arytenoid was swollen and edematous and the 
false cords were reddened and thickened. The 
right cord moved but the left did not. The 
mass in the neck measured 3 by 3 by 1 inch 
and was attached to the skin. There were no 
nodes palpable on the right side. The heart 
was normal except for frequent extrasystoles. 
The blood pressure was 124/78. The lungs were 
negative. The prostate was not enlarged but 
there was a small nodule in the right lobe. 

The temperature, pulse and respirations were 
normal. 

Examination of the urine showed a slight 
trace of albumin. The sediment contained 25 
white blood cells per high power field but was 
otherwise negative. The blood showed a red 
cell count of 4,800,000. The white ceil count 
was 9,400, 46 per cent polymorphonuclears, 54 
lymphocytes. Hinton and Wassermann tests 
were strongly positive. 

On the day following admission a tracheot- 
omy was performed under local anesthesia. 
Three days postoperatively a slight reddening 
was observed about the wound and the temper- 
ature rose to 101°. This reaction subsided in 
two days. On the ninth postoperative day the 
temperature again rose to 101° and the patient 
appeared to be quite weak. A red, slightly in- 
durated, sharply outlined eruption appeared 
on the neck and spread from the tracheotomy 
wound. This gradually extended to the chest, 
abdomen and left arm, and the temperature rose 
to 103°. The patient became progressively 


weaker and died on the thirteenth hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Marsuatt K. Bartuett: We are told 
that this is a tumor arising in the left side of 


the thyroid so we do not have to speculate about 
other possibilities. It is interesting, however, 
to speculate as to what type of enlargement this 
is. I think we can rule out thyroiditis. It is 
asymmetrical, nodular and soft. It gives pres- 
sure symptoms. All of these can be explained 
by a nodular goiter. None of the symptoms 
are particularly suggestive of toxicity and the 
basal metabolic rate is normal. The other pos- 


sibility that we must consider is malignancy. 


In favor of that are the following: first, his 
age, seventy; secondly, the statement in the 
physical examination that the tumor is fairly 
well fixed to the deeper neck structures; and 
thirdly, the fact that it is noted that the pupil 
on the left side is larger than the right. Against 
malignancy are the consistency of the mass, 
which is soft and nodular, and the fact that 
he has had no weight loss and no voice changes. 
It would be interesting to know in addition 
whether the left vocal cord moved but I take 
it it did. We would also like to know how 
much the mass moved with swallowing. But 
in the presence of inequality of the pupils, with 
a mass which is fixed to the deeper structures 
in a man of seventy, in spite of inconsisten- 
cies, we have to suspect strongly the possi- 
bility of malignancy. 

The difficulty in voiding is probably explained 
on the basis of the prostatic enlargement noted 
in the physical examination. 

I would conclude from the operative note 
that this was a malignant tumor and was only 
partially removed for that reason. The inter- 
esting thing to decide from now on is what 
type of tumor this is. 

‘“‘Two and a half months after discharge 

on the left side of the neck there was a 
large, stony hard, irregular mass extending back 
to the trapezius.’’ That is very important in 
view of the recent series of x-ray treatment that 
he had had. Apparently this tumor, whatever 
it was, did not respond well to radiation. 

I would like to know the distribution of the 
shingles. It is believed that, in some cases of 
malignancy, involvement of the posterior root 
ganglion leads to shingles over the distribution 
of the corresponding nerve. 

The blood pressure has gone down iomitit: 
erably since the first admission, when it was 
184/100. 

At the first admission the prostate was de- 
seribed as smooth and symmetrically enlarged. 
It is now noted as not enlarged, with a small 
nodule in the right lobe. I think we can prob- 
ably explain the urinary symptoms and the 
passage of blood streaked urine on the basis 
of his prostate, but I do not believe it is 
related to the process in his neck. 

So far I think his story is entirely consistent 
with that of thyroid malignancy with an at- 
tempt at operative removal and x-ray treatment 
but with steady progress of the disease. I think 
the most likely diagnosis is carcinoma of the 
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thyroid. Everything fits in with that. It fails 
to respond to x-ray. I do not believe that his 
prostate has anything to do with it, nor do I 
believe that the Hinton and Wassermann have. 

The patient died on the thirteenth hospital 
day which is about ten days after the first ap- 
pearance of sepsis in the wound. That is pre- 
sumably a cellulitis of the neck starting in the 
operative wound and extending from there. I 
think the diagnosis is carcinoma of the thyroid 
and the terminal event is cellulitis following 
tracheotomy. 

Dr. Grorce W. Houtmzs: I have not had an 
opportunity to go over these films before the 
clinic. I take it that this is one of the early 
films and shows the characteristic appearance 
of a man of that age, a moderate degree of 
emphysema in the lung fields, slight tortuosity 
of the aorta, and no enlargement of the heart. 
That film was taken a year before his death. 

Dr. Harris P. MosHer: The throat depart- 
ment served in this case in a terminal capacity. 
The man came in requiring a tracheotomy. In 
these cases the tracheotomies are often extreme- 
ly difficult but as the tumor was localized on 
one side the tracheotomy was easy. When, how- 
ever, the tumor involves the median line, 
tracheotomies are best done in our experience 
with diathermy. The left vocal cord was im- 
movable. That is a pressure condition and well 
known. About the specimen, I am sorry I did 
not bring it over but Dr. Richardson informs 
me that there was very little involvement of the 
larynx. 

I should like to ask for my own information 
why the disease lasted so long—four years— 
and whether that is the usual course in these 
tumors; also, what part the x-ray therapy 
played in this long delay of time. 


CLINICAL DIAGNOSES 


Carcinoma of the larynx. 
Lues. 
Erysipelas. 


Dr. MarsHALL K. BARTLETT’s DIAGNOSES 


Carcinoma of the thyroid. 
Cellulitis in the tracheotomy wound. 
Lues. 


ANATOMIC DIAGNOSES 


Recurrent papillary adenocarcinoma of the 
thyroid with metastases to the lung. 
Bronchopneumonia. 


Septicemia, streptococcus hemolyticus. 
Erysipelas of the abdomen and thigh. 
Chronie passive congestion of the liver. 
Splenomegaly, type undetermined. 
Hypertrophy of the adrenal. 
Arteriosclerosis, generalized, marked. 
Operative wound: Tracheotomy. 
Cavernous hemangioma of the liver. 
Prostatic hyperplasia. 

Pleuritis, chronic fibrous, right. 
(Syphilis. ) 


PaTHOLOGIC DISCUSSION 


Dr. Tracy B. Mauuory: I think a partial 
answer to Dr. Mosher’s question about the dura- 
tion of life following the appearance of the 
disease is provided by the type of tumor found. 
It was a characteristic example of one of the 
more sharply defined types of carcinoma of the 
thyroid, a papillary tumor growing evidently 
at first within a cyst. You can see in the speci- 
men how the pedunculated masses dangled into 
the cyst cavity from its wall. This type of can- 
cer of the thyroid is of interest from several 
points of view. It is the one type of cancer 
of the thyroid that is by no means rare in 
childhood. We have seen cases in the early 
teens in several instances. It is also the type 
which often develops in aberrant nodules of 
thyroid tissue. It is often fairly sensitive to 
radiation, more so than some of the other types. 
The majority of these tumors if they can be 
got out with the cyst intact offer a perfectly 
good prognosis. If the tumor has already spon- 
taneously burst its sac or if in the course of 
operation it is necessary to break it and tumor 
contents are spilled in the wound, recurrence is 
the rule. Some cases are on record with long 
arrests of growth and even apparent cure from 
radiation. On the other hand there are other 
cases in which the effect of radiation is not 
very great. Of all the possible types of ma- 
lignaney of the thyroid I think it would be 
fair to say that this is the least malignant and 
offers on the whole the best prognosis. 

At autopsy besides the local recurrence small 
pulmonary metastases were found. There were 
no metastases in the bones but possibly if we 
had done postmortem x-rays we would have 
found them. The terminal infection was rather 
poorly described in the summary but if Dr. 
Bartlett had been able to see the case him- 
self he would probably have agreed with the 
men on the ward that it was erysipelas rather 
than cellulitis. 
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DO LABORATORIES COST TOO MUCH? 


Ir the present scheme of medical education is 
reviewed from the point of view of efficiency 
and weighed in the balance, it is found wanting. 
The first defense is that efficiency has nothing 
to do with education. Then, after considera- 
tion, it is conceded that while it may have some- 
thing to do with education, it is not an adequate 
test of an educational system. Yet after all why 
should efficiency be limited to the material pro- 
duction of a factory? It ought to mean doing 
well whatever is to be done, and is just as ap- 
plicable to immaterial as to material projects, 
but the standards of achievement are not the 
same. The purpose and the end results must be 
contrasted and compared. 

Since an important factor in the increase in 
the cost of medical education in the past twenty- 
five years, perhaps the most important factor, 
has been the development of the laboratories 
for the preclinical sciences and for what may 
be called the paraclinical studies, their efficiency 


should be studied closely. The laboratory has a 
double function in the medical school, namely, 
through its indirect and through its direct bear- 
ing on the care of the patient. It is its indirect 
bearing on the care of the patient that needs 
sharpest serutiny. 

Consider, for example, the anatomical labora- 
tory and its use in the course in anatomy. As 
lectures have so largely disappeared, it has be- 
come more important than ever. In so far as 
anatomy is an experimental science, it has one 
function in education. In so far as it repre- 
sents a mass of knowledge (or information) to 
be more or less completely acquired by the med- 
ical student, it has another function. In so 
far as it has a peculiar methodology it has a 
peculiar function. In so far as dissection de- 
velops manual dexterity, it has another fune- 
tion. Perhaps manual dexterity might be de- 
veloped better in other ways. 


How then can the course in anatomy or any 
other experimental science be arranged to per- 
form the functions mentioned (and any others 
which may seem important) so that the student 
gets the most out of the course? In the first 
place, it is not possible to arrange a course for 
one hundred students, for example, so that all 
the students will get the most possible benefit 
out of the course. It is a matter of the great- 
est good for the greatest number and at this 
point the criticism of the usual laboratory course 
becomes pertinent: it is too often employed 
chiefly as a means of imparting information and 
too rarely as a means of acquiring method. 


While this is true of all of the laboratory sci- 
ences, it is more strikingly true in physiology 
and in pathology. How many students acquire 
the habit of thinking of their patients in terms 
of physiological or pathological processes? It 
is true that physicians have often been accused 
of forgetting that their patients are persons, 
but is this because they are too accurate in their 
thinking about physiological and pathological 
processes ? 

The great inefficiency, the great waste, in the 
laboratory of experimental science in education, 
is that its use goes so little beyond the effort 
to impart mere information. Of course infor- 
mation is valuable; we must know the facts, but 
that is only a beginning. But the disproportion- 
ate cost of the laboratory as compared with 
books, demonstrations, pictures (still and mov- 
ing), does not justify the enormous expense, 
if there is grave misuse. 

The real test is the quality of the physician 
who emerges at the end of the process. Is he 
more scientific? Does he observe more accurate- 
ly or acutely? Does he think more clearly? 
Does he reason more soundly? There is some 
ground for thinking that, as an educational pro- 
cedure, the laboratory in the experimental sci- 
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ence, has not hitherto justified its cost. It has 
not been given the opportunity to fulfill the 
promise of its early days. Is it because the 
mind of the average physician is not capable of 
becoming truly scientific? 


THE MEDICAL WORLD IS SELDOM SET 
ON FIRE AT ELEVEN P.M. 


A SCIENTIFIC medical meeting may be, in 
some of its aspects, compared to a play. At it 
the speakers have réles comparable to the prin- 
cipal actors of the play, the discussers have sec- 
ondary roéles, and the committee of arrange- 
ments and the officers compare to the directors. 
Films and slides may by a slight stretch of the 
imagination be compared to scenery. 


Now those successful empiricists who direct 
the theatre have found that audiences are very 
fickle in their tastes and that all kinds of fac- 
tors militate for and against the success of their 
efforts. Scientific audiences are just as fickle. 
In order to ‘‘put on a good show’’ at a medical 
meeting or on the stage, certain conditions hav- 
ing to do with the psychology and physiology 
of the audience must be met. There must be 
absolute teamwork and subordination of the in- 
dividual to achieve these ends. 


First the meeting must start and finish on 
time. Very few worlds are set on fire by ad- 
dressing tired doctors at 11:00 P.M. The re- 
sponsibility for the time schedule rests square- 
ly with the officers of the meeting. The speak- 
ers and discussers make a very poor impres- 
sion, not only on the officers, but also on the 
audience when they depart from schedule. They 
must expect to be cut off when their time is up. 


Secondly, the subject of the paper must be 
timely, well presented and attuned to the in- 
terests of the audience. For modern medical 
audiences dogmatic assertions on the authority 
of the speaker are never well received. If a 
subject is so well understood by the audience 
to be true that one can be dogmatic about it 
there is no use presenting it, and if the subject 
is controversial the audience wants the reasons 
for the assertion. In science authority is a 
mighty small thing nowadays and does not 
compare in importance with a few simple ob- 
servations or a well-planned experiment. 

Discussers, as stated above, have subordinate 
roles, but nevertheless important ones. They 
also must keep to the schedule. If they are 
allowed five minutes they must not take twenty. 
Furthermore, and most important, they must 
discuss the paper and not give a separate ad- 
dress on some other subject only remotely con- 
nected with the paper. They also must not be 
dogmatic. If they disagree with the author of 
the paper they should not be content to state 
this fact, but the reasons why they disagree. 
Many very fine and important physicians seem 


to find it difficult to subordinate themselves to 
this extent. If they only realized the harm 
they are doing to their reputations with the au- 
dience by infringing these rules of good taste 
they would often be the last ones to act this 
way. We must all recognize the reason that 
many men take the trouble to write or discuss 
papers is often more a selfish one than an al- 
truistic one. Even from the selfish standpoint 
the rules given above are exceedingly impor- 
tant. 


THIS WEEK’S ISSUE 


ConTArns articles by the following named au- 
thors : 


Neutson, H. B. A.B., M.D. Harvard Univer- 
sity Medical School 1927. Assistant in Ob- 
stetries, Harvard University Medical School and 
Massachusetts General Hospital. Address: 19 
Bay State Road, Boston. Associated with 
him is 

Eapes, M. F. A.B., M.D. Harvard Univer- 
sity Medical School 1922. F.A.C.S. Assistant 
in Obstetrics, Harvard University Medical 
School. Physician to Out-Patients, Boston 
Lying-In Hospital. Assistant Obstetrician, 
Massachusetts General Hospital. Gynecologist 
and Assistant Obstetrician, Newton Hospital, 
Newton, Mass. Consultant Gynecologist, Adams 
Nervine Asylum. Address: 19 Bay State Road, 
Boston. Their subject is ‘‘Some Obstetrical As- 
pects of Cardiac Disease Complicated by Preg- 
naney.’’ Page 1057. 


Saver, Louis. A.B., M.A., Ph.D., M.D. Uni- 
versity of Chicago 1913. Associate in Pedi- 
atrics, Northwestern University Medical School, 
Chicago. His subject is ‘‘Whooping Cough and 
Its Prevention.’’ Page 1061. Address: 636 
Chureh Street, Evanston, Illinois. 


Cotson, Z. WinuiAM. M.D. Tufts College 
Medical School 1923. Ophthalmie and Aural 
Surgeon, Lawrence General Hospital. Clinical 
Assistant in Ophthalmology, Massachusetts Eye 
and Ear Infirmary. His subject is ‘‘A Modi- 
fied Technique for the Stereoscopic Examination 
of the Skull by X-Ray.’’ Page 1067. Address: 
301 Essex Street, Lawrence, Mass. 


Hawes, JoHNn B., 2np. A.B., M.D. Harvard 
University Medical School 1903. Formerly, As- 
sistant Visiting Physician, Massachusetts Gen- 
eral Hospital; Director, Pulmonary Clinie and 
Non-Pulmonary Clinic, Massachusetts General 
Hospital; Consultant, Diseases of the Lungs, 
New England District, United States Veterans 
Bureau; and Secretary, Massachusetts Tubercu- 
losis Commission. Now, President, Boston Tu- 
berculosis Association; Director, Massachusetts 
Tuberculosis League; Rutland Cottage Sana- 
toria and National Tuberculosis Association. 
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Consultant, Beth Israel Hospital; Jordan Hos- 
pital, Plymouth; and Henry Heywood Memorial 
Hospital. Address: 330 Dartmouth Street, 
Boston. Associated with him is 

Stone, Moses J. M.D. Tufts College Medi- 
cal School 1921. Assistant Professor, Diseases 
of the Chest, Boston University Medical School. 
Physician, Chest Clinic, Massachusetts Memorial 
Hospitals and Tuberculosis Clinics, Boston 
Health Department. Assistant in Medicine, 
Beth Israel Hospital, Boston. Address: 330 
Dartmouth Street, Boston. Their subject is 
‘‘Progress in Tuberculosis. 1934-1935.’’ Page 
1087. 


CorRECTED STATEMENT OF THE POSITIONS 
OccuPieD BY Dr. A. H. Gorpon 


Gorpon, A. H. M.D.C.M. McGill University 
Faculty of Medicine, Montreal 1899. F.R.C.P. 
Canada. Associate Professor of Medicine, Mc- 
Gill University. Physician, Montreal General 
Hospital. Physician-in-Chief pro tempore, Peter 
Bent Brigham Hospital, Boston, April 14-21, 
1935. 

His subject was ‘‘A Clinical Lecture on Mi- 
graine.’’ Page 1017, issue of November 21. 

Address: 1414 Drummond Street, Montreal, 
Canada. 


Che Massachusetts Medical Soriety 


SECTION OF OBSTETRICS 
AND GYNECOLOGY* 
Cc. J. KicxkHam, M.D., R. S. Titus, M.D., 
Chairman Secretary 


524 Commonwealth Ave., 472 Commonwealth Ave., 
Boston, Mass. Boston, Mass. 


TREATMENT OF THREATENED MISCARRIAGE 


Since statistics show that many miscarriages 
occur at the time one would be menstruating 
were she not pregnant, it is well to instruct 
every patient to be extremely careful of every- 
thing she does at that particular time. 

When a patient first consults her physician, 
she should be told what to do in order to re- 
duce the possibility of a miscarriage to a mini- 
mum. Proper instruction should be given as to 
the care of the bowels and the taking of enemata. 
An enema, either high or low, is not conducive 
to quieting a uterus that doesn’t require much 
stimulation to cause it to contract at the time 
corresponding to the menstrual period if not 
pregnant. 

If a patient has had other miscarriages she 
should be instructed to remain quietly in bed 
at the time corresponding to the menstrual pe- 


*A series of short selected articles by members of the Section 
is being published weekly. 

Comments and questions by subscribers are solicited and 
will be discussed by members of the Section. 


riod if not pregnant, and this routine should be 
earried out for the first four months of her 
pregnancy. She should be told that it might be 
well not to have coitus at that particular time. 

Although automobile driving or riding does 
the expectant mother absolutely no harm, if 
done sensibly and in moderation, it is well, 


nevertheless, to instruct the patient who shows 


a tendency to miscarry to avoid riding or driv- 
ing at particular times. 

If, regardless of all prophylactic measures, 
the patient shows signs of miscarrying, either 
by the uterus contracting or by a slight stain- 
ing, she should be put to bed immediately. One 
should bear in mind that a very small amount 
of blood, be it either red or dark brown, may be 
just as indicative of a threatened miscarriage 
as is the loss of a large amount of blood. 

The patient should be placed under the care 
of a trained nurse and should not be allowed to 
leave her bed to go to the toilet. Urination and 
bowel movements should be taken care of by a 
bedpan. 

Rest in bed is the all-important method of 
treatment. 

The application of an icebag is a procedure 
that has been passed down from one medical 
generation to another, but the writer of this 
article questions the wisdom of following this 
custom. Since ice will probably cause the uterus 
to contract, why use it? 

If the patient is bleeding, and the uterus is 
not contracting, there is no need of adminis- 
tering an opiate. However, once the uterus 
starts to contract, it would be well to give the 
patient a hypodermic injection of Morphia gr. 
14, to be repeated as often as is deemed nec- 
essary. 

The patient should be kept in bed for at least 
forty-eight hours after all evidence of bleeding 
or staining has ceased, or for forty-eight hours 
after all tendency for the uterus to contract 
has ceased. She should be told how absolutely 
essential it is for her to take things quietly for 
some few weeks to come, especially at the time 
she would be menstruating were she not preg- 
nant, and should be advised not to have coitus 
for at least one week after all signs and symp- 
toms of the threatened miscarriage have dis- 
appeared. 


A RECEPTION TO THE PRESIDENT AND 
PRESIDENT-ELECT OF THE AMERICAN 
MEDICAL ASSOCIATION 


In response to an invitation by Dr. Mongan, 
President of the Massachusetts Medical Society 
and Dr. Begg, Secretary, Dr. James S. Meles- 
ter, President of the American Medical Associ- 
ation and Dr. J. Tate Mason, President-Elect 
of the American Medical Association were en- 
tertained at the Harvard Club, November 27, 
1935. 
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LOCAL COMMITTEE OF ARRANGEMENTS 
FOR THE ANNUAL MEETING 


W. R. Morrison, M.D., Chairman of the Com- 
mittee of Arrangements for the 1936 Meeting 
of the Massachusetts Medical Society to be held 
in Springfield, June 8, 9, and 10, has appointed 
the following General Local Committee of Ar- 
rangements: ~ 

H. L. Smirx, M.D. 
T. S. Bacon, M.D. 
ALLEN G. Rice, M.D. 


THIRD ANNUAL POSTGRADUATE MEDICAL 
EXTENSION COURSE 


The following sessions have been arranged by the 
Committee for the week beginning December 1: 
Barnstable 

Sunday, December 1, at 4:00 P.M. at the Cape 
Cod Hospital, Hyannis. Subject: Kidney 
and Bladder Diseases, (B) Medical: Chronic 
Nephritis. Cardiorenal Disease. The Use 
of Diuretics. Instructor: W. R. Ohler. 
J. I. B. Vail, Chairman. 


Bristol South (Fall River Section) 

Monday, December 2, at 4:00 P.M. at the Stevens 
Clinic of the Union Hospital, Fall River. 
Subject: Lung Diseases: (a) Significance of 
Symptoms and Signs in Chronic Lung Dis- 
ease; Tuberculosis, Bronchiectasis, etc. (b) 
The Value of Surgery in Above Diseases. In- 
structors: R. H. Sweet and F. T. Lord. 
Eugene A. McCarthy, Sub-Chairman. 


Essex North 
Friday, December 6, at 4:00 P.M., at the Hotel 
Bartlett, 95 Main Street, Haverhill. Subject: 
Pediatrics: Abdominal Disease in Childhood; 
Medical and Surgical Aspects. Instructors: 
P. J. Mahoney and J. L. Morse. Francis W. 
Anthony, Chairman. 


Essex South 

Tuesday, December 38, at 4:00 P.M., in the Nurses’ 
Home of the Salem Hospital, Salem. Sub- 
ject: Kidney and Bladder Diseases, A (Sur- 
gical): Hematuria; its Significance in Sur- 
gical Diseases of Kidney and _ Bladder. 
Instructor: G. C. Prather. Walter G. Phip- 
pen, Chairman. 


Hampden 

Thursday, December 5, at 4:00 P.M. at the 
Academy of Medicine, Professional Build- 
ing, 20 Maple Street, Springfield, and at 
8:00 P.M., at the Holyoke City Hospital, 
Holyoke. Subject: Lung Diseases: (a) Sig- 
nificance of Symptoms and Signs in Chronic 
Lung Disease; Tuberculosis, Bronchiectasis, 
etc. (b) The Value of Surgery in Above 
Disease Problems. Instructors: J. W. 
Strieder and S. H. Proger. George L. Schadt 
and George D. Henderson, Chairmen. 


Hampshire 

Wednesday, December 4, at 4:15 P.M. in the 
Nurses’ Home of the Cooley Dickinson 
Hospital, Northampton. Subject: Psychia- 
try: Management of Psychic States in the 
Care of General Diseases, Especially Chronic 
Disorders. Subpsychotic States. Instruct- 
ors: G. C. Caner and Maurice Fremont- 
Smith. Robert B. Brigham, Chairman. 


Middlesex South 

Tuesday, December 3, at 4:15 P.M., at the Cam- 
bridge Hospital, Cambridge. Subject: Der- 
matology: Ten Common Skin Diseases—Di- 
agnosis and Treatment. (1) Impetigo Con- 
tagiosa, (2) Scabies, (3) Acne Vulgaris, (4) 
Pscriasis and Seborrhoeic Dermatitis, (5) 
Epidermophytosis, (6) Herpes Simplex and 
Zoster, (7) Eczema, (8) Erythema Multi- 
forme, (9) Verruca Vulgaris and (10) Der- 
matitis Medicamentosa and Dermatitis Ven- 
enata. Instructor: C. G. Lane. Edmund H. 
Robbins, Chairman. 


Norfolk South 
Monday, December 2, at 8:30 P.M., at the Quin- 
cy City Hospital, Quincy. Subject: Kidney 
and Bladder Disease, A (Medical): Acute 
Nephritis—Etiology, Diagnosis and Treat- 


ment. Nephrosis and Its Treatment. In- 
structor: E. M. Chapman. David L. Belding, 
Chairman, 

Plymouth 


Tuesday, December 3, at 4:00 P.M., at the Brock- 
ton Hospital, Brockton. Subject: Industrial 
Surgery and Medico-Legal Problems. In- 
structor: F. J. Cotton. W. H. Pulsifer, 
Chairman. 


Worcester North 

Friday, December 6, at 4:30 P.M., at the Bur- 
bank Hospital, Fitchburg. Subject: Lung 
Diseases: (a) Differential Diagnosis and 
Treatment of Lobar Pneumonia. (b) The 
Surgical Problems of Empyema. Instruc- 
tors: J. H. Pratt and R. H. Overholt. Ed- 
ward A. Adams, Chairman. 


— 


MISCELLANY 


AN HONOR TO DR. FRED B. LUND 


A testimonial dinner was given to Dr. Fred B. 
Lund at the Harvard Club by his friends and asso- 
ciates of the Carney Hospital on November 6, 1935. 

This occasion was but a small expression of their 

affection for their former beloved Surgeon-in-Chief, 
a kindly doctor and a gracious gentleman. 
Dr. William E. Browne as toastmaster of the 
evening introduced the following speakers: Dr. 
John Cunningham, Dr. Louis F. Curran, Dr. Louis 
E. Phaneuf, Dr. William Robey, Dr. Irving J. Walk- 
er, Dr. A. McKay Fraser, Dr. William Morrison, and 
Dr. Nathaniel Hunting. 
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Among those present were many of Dr. Lund’s 
former associates of the Boston City Hospital, where 
for many years he was Surgeon-in-Chief. 

Dr. Lund was presented with a ship’s wheel man- 
tel clock as a memento of the occasion. The guest 
of honor responded in his usual gracious manner. 


HARVARD MEDICAL SCHOOL 


RESIGNATIONS: 
Effective Sept. 1, 1935: 
George Pengwerne Matthews, Instructor in Anat- 
omy. 
Effective Sept. 1, 1936: 
Reid Hunt, as Professor of Pharmacology (be- 
coming Emeritus). 


Effective Sept. 1, 1935: 
Eugene Beverly Ferris, Jr., as Research Fellow 


in Medicine. 
APPOINTMENTS: For ONE YEAR FROM Sept. 1, 1935: 
Orville Taylor Bailey,. Instructor in Pathology. 
John Hartwell Harrison, Assistant in Genito- 
Urinary Surgery. 

Edward Allen Edwards, Research Fellow in 
Anatomy. 

Morris Frank Shaffer, Research Fellow in Bacteri- 
ology. 

Marjorie Allen Benedict, Research Fellow in 
Physical Chemistry. 

Jack Spencer, Research Fellow in Medicine. 

Harold Clifford Wagner, Research Fellow in Med- 
icine. 

Samuel Jacob Beck, Research Fellow in Psy- 
chology. 

For one year from Jan. 1, 1935: 

Robert Sidney Schwab, Assistant in Neurology 
(M. G. H.). 
CHANGE IN TITLE: 
For one year from Sept. 1, 1935: 


Frederic Andrews Gibbs, from Research Fellow in 
Physiology to Research Fellow in Neurology. 


HEALTH OFFICERS’ MONTHLY STATEMENT OF 
VENEREAL DISEASES REPORTED IN THE 
NEW ENGLAND STATES 


SEPTEMBER, 1935 


State Syphilis Gonorrhea 
Cases Monthly Cases Monthly 
Re- Case Re- Case 
ported Rates ported Rates 
Dur- per Dur- per 


ing 10,000 ing 10,000 
Month Popu- Month Popu- 


lation lation 
Connecticut 171 1.03 143 86 
Maine 24 30 46 57 


Massachusetts 462 1.07 553 1.28 


N. E. J. OF mM, 

NOV. 28, 1935 
New Hampshire 18 38 26 55 
Rhode Island 86 1.22 63 89 
Vermont 17 AT 33 91 
—Treasury Department, Public Health Service. 


RECENT DEATHS 


BUCK—Mavrice ALLEN Buck, M.D., of Concord 
Road, Billerica, Massachusetts, died at his home, 
November 19, 1935, after a few hours’ illness. 


He was born in Wilmington, June 6, 1874, and ac- 
quired his premedical education in the public schools 
of Wilmington and Phillips Exeter Academy. He 
graduated from the Harvard Medical School in 1898, 
was a Fellow of the Massachusetts Medical Society 
and the American Medical Association, and had 
served two years in the House of Representatives of , 
the State Legislature. 

Dr. Buck had served his town for thirty years on 
the school committee and had been chairman of the 
board of selectmen for several years. His fraternal 
associations were with the Masons, Elks, Odd Fel- 
lows and the Billerica Grange. 

Dr. Buck is survived by his widow, Mrs. Bessie 
C. (Cole) Buck; a brother, George W. Buck, of Wil- 
mington, and a sister, Mrs. Charlotte Radeau, of 
Pawtucket, R. I. 


BACON—Joun LOWELL Bacon, M.D., of Southboro, 
and physician to St. Mark’s School, died at the 
Framingham Hospital, November 21, 1935. He was 
born in Belchertown in 1876, the son of John Lowell 
Bacon and Sarah Charles Bacon. He graduated 
from the Hahnemann Medical College and Hospital 
of Philadelphia in 1897, and later took postgraduate 
courses at the University of Pennsylvania Medical 
School. He served at the State Hospital in West- 
boro for a time, began practice in Southboro in 
1901, and was a Fellow of the Massachusetts Medi- 
cal Society. In addition to his appointment at 
St. Mark’s Academy, he was the physician at the 
Fay School. He was chief of the Framingham Hos- 
pital Staff, assistant medical examiner, fifth Wor- 
cester District, and chairman of the Southboro 
board of health and water board at the time of his 
death. 

Dr. Bacon was a Royal Arch Chapter Mason. He 
is survived by his widow, Mrs. Ruby Barney Bacon, 
two nephews and a niece. 


DuVALLY—NicHoLtas DvuVAtty, M.D., died sud- 
denly in his office, 601 Tremont Street, Boston, No- 
vember 20, 1935. 

He was born in 1880 and graduated from the Tufts 
College Medical School in 1916. 

He had formerly maintained an office on Stani- 
ford Street, West End, and had served as police 
surgeon. 

He joined the Massachusetts Medical Society in 
1919. 

Dr. DuVally is survived by his widow, Dr. Alice 


Butler DuVally; a son, Jeremiah, aged ten, and two 
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prothers, Dr. James F. DuVally, of Medford, and 
pr. Frank DuVally, of Fall River. 


NOTICES 


MEDICAL CLINIC AND STAFF ROUNDS AT THE 
PETER BENT BRIGHAM HOSPITAL 


At 3:30 P.M. on Thursday, December 5, in the 
amphitheater of the Peter Bent Brigham Hospital, 
Dr. Henry A. Christian, Physician-in-Chief, Hersey 
Professor of the Theory and Practice of Physic in 
the Harvard Medical School, will give a medical 
clinic. To it are cordially invited practitioners and 
medical students. 

On Saturdays in the wards of the Peter Bent 
Brigham Hospital, from 10 to 12, staff rounds will 
be conducted by Dr. Christian. 


SATURDAY MORNING CLINICS BY PROFESSOR 
Ss. J. THANNHAUSER 


Dr. Thannhauser, formerly Professor of Medicine 
at Heidelberg and Freiburg, Germany, is giving a 
course of clinical lectures for practicing physicians 
on Saturday mornings at 9 A.M. in the Assembly 
Hall of the Boston Dispensary. The subjects to be 
presented for the remainder of the year are as fol- 
lows: 

December 7—Obesity. 
December 14—Pituitary Disease. 
December 21—Treatment of Diabetes. 

Practitioners from any part of New England are 
cordially invited. This course is made possible by 
a grant of the Bingham Associates Fund for the Ad- 
vancement of Rural Medicine. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


The United States Civil Service Commission has 
announced open competitive examinations as fol- 
lows: 


Children’s Bureau Positions 


Applications for the positions of director, Division 
of Maternal and Child Health, $6,500 a year, and di- 
rector, Crippled Children’s Division, $6,500 a year, 
Children’s Bureau, Department of Labor, must be on 
file with the U. S. Civil Service Commission, Wash- 
ington, D. C., not later than December 9, 1935. 

The salaries are subject to a deduction of 3% 
per cent toward a retirement annuity. 

Applicants must have been graduated from a med- 
ical school of recognized standing with a degree of 
M.D., and, in addition, must have had certain speci- 
fied experience. 


Full information may be obtained from the Secre- 
tary of the United States Civil Service Board of Ex- 
aminers at the post office or customhouse in any 
city which has a post office of the first or the second 
class, or from the United States Civil Service Com- 
mission, Washington, D. C. 


Principal Medical Officer 

Applications for the positions of principal medical 
officer, Indian Service at Large, must be on file with 
the U. S. Service Commission, Washington, D. C., 
not later than December 9, 1935. 

The entrance salary is $5,600 a year, subject to a 
deduction of 31% per cent toward a retirement an- 
nuity. 

Applicants must have been graduated from a rec- 
ognized medical school with a degree of M.D. and 
must be licensed to practice medicine in a State or 
Territory, or in the District of Columbia. They 
must have had not less than 5 years’ experience in 
the vaccination of newborn infants with Calmette- 
Guérin vaccine, according to the method of Calmette, 
and must have had not less than 3 years’ experience 
in city, State, or Federal public-health laboratories 
with work in tuberculosis. The two types of experi- 
ence mentioned may run concurrently. 

Full information may be obtained from the United 
States Civil Service Commission, Washington, D. C. 


REPORTS AND NOTICES 
OF MEETINGS 


FAULKNER HOSPITAL CLINICAL MEETING 


The November clinical meeting was held at the 
Faulkner Hospital on Thursday, November 7 at 
5:00. P.M. 

Two cases which had come to autopsy were dis- 
cussed. The first was a man of forty-two years of 
age who had been a patient in the Out-Patient De- 
partment of the Peter Bent Brigham Hospital for 
over a period of seven years. Nothing of importance 
had been made out until May, 1935, when a gastric 
ulcer was discovered on the lesser curvature of the 
stomach and a note was made that the duodenum, 
ileum and cecum were normal. Upon a diet the 
symptoms referable to the gastric ulcer disappeared. 
Four days before his admission to the Faulkner 
Hospital in August he had diarrhea with blood in . 
the movements and severe pain in the right lower 
quadrant. It was thought at first that he might have 
an attack of acute appendicitis but it was felt 
that he did not. His physical examination and clin- 
ical pathology were essentially negative. During his 
stay of two and a half weeks in the hospital he had, 
usually, loose bowel movements, sometimes only one 
a day, sometimes three or four. There was no gross 
blood in the bowel movements. Some of the time 
the test for occult blood was positive but other times 
negative, and his diet was not arranged to keep 
meat or meat extractives out of it. A barium 
enema showed signs of an inflammatory lesion 
around the cecum. The barium entered the terminal 
ileum which appeared to be normal. Suddenly evi- 
dences of peritonitis and intestinal obstruction de- 
veloped and the patient died following exploration. 
This happened before the gastrointestinal tract was 
studied by x-ray with the barium given by mouth. 


The striking findings at the postmortem examina- 
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tion were multiple ulcerations extending through- 
out the small intestine and for a short distance in 
the cecum. Several had perforated. The cause for 
these ulcerations after exhaustive study was not 
demonstrable. The lesion did not appear like the 
lesion of so-called regional ileitis, in that the in- 
duration and thickening of the bowel wall were 
absent. There was a scar in the stomach where the 
gastric ulcer had healed. 


The other case was in a man seventy-four years 
of age. The lesson learned from this case was the im- 
portance of not putting too much faith upon any 
one diagnostic procedure. In this instance a negative 
x-ray study in the hands of an excellent roentgen- 
ologist led the clinician away from the correct 
diagnosis. This patient for three months had been 
having epigastric pressure with gas formation and 
loss of appetite. The pressure was sometimes re- 
lieved by food and other times not. There was some 
vomiting which had become worse as time went 
on, and a few days before admission there had been 
some diarrhea and some tarry stools. The patient 
had lost fifteen pounds in weight. Three years before, 
a partial thyroidectomy had been performed for 
symptoms of hyperthyroidism with pronounced re- 
lief. The possibility of a recurrence of the hyper- 
thyrcidism was considered, but a study of the 
basal metabolism seemed to rule this out. Shortly 
after admission to the hospital the patient vomited 
blood and had more tarry stools. X-ray studies of 
the gastrointestinal tract just before entrance to the 
hospital were reported as negative. It was felt that 
exploration for a bleeding point in the intestinal 
tract with the gastrointestinal studies by x-ray 
negative would offer more risk than expectant 
treatment. A sudden large hemorrhage while under 
this investigation caused death. At autopsy a large 
duodenal ulcer was found which extended more 
than half way around the duodenum and it was 
from this point the blood came. On recapitulation 
the roentgenologist felt that the size of the ulcer 
is what had caused the difficulty in diagnosis, be- 
cause the cavity formed by the ulcer was so large 
that the barium went into it and gave the appear- 
ance of a good duodenal cap. 


Following the discussion of these two cases Dr. 
Chester M. Jones discussed a few of the conditions 
which are grouped as enteritis. He called attention 
to the fact that in some inflammatory conditions of 
the small and even large intestine, constipation 
might be present rather than diarrhea. Just why 
some cases of diarrhea associated with a lack of 
free hydrochloric acid in the gastric juice or with a 
sprue or pernicious anemia are benefited by small 
doses of free hydrochloric acid is not clear but is a 
clinical fact. The diarrhea of pernicious anemia or 
sprue is practically always controlled by the admin- 
istration of liver in some form. He called atten- 
tion to the fact that functional diarrhea practically 


never interferes with the patient’s sleep and is 
usually started up by taking food. This is a diag- 
nostic point of considerable importance. He men- 
tioned four causes which produce symptoms of 
enteritis: Tuberculosis, Regional or Terminal Ileitis, 
Ulcerative Colitis and Cancer. 


The ulcerative colitis may be subdivided into ulcers 
of unknown etiology and ulcers due to amebae. 


In the tuberculous lesions there usually is diarrhea 
but not necessarily so. The lesions are usually around 
the cecum or terminal ileum. If there is pain it is 
apt to be around the umbilicus. In the past it has been 
claimed that tuberculosis of the intestine is always 
secondary to tuberculosis of the lung, but he showed 
x-ray picttres of the lungs which were normal in 
a patient in whom tuberculous lesions in the region 
of the ileocecal valve had been confirmed at 
operation. 


The cause for regional or terminal ileitis is un- 
known. Usually there is diarrhea. The pain which 
is generally present is not as a rule so near the 
midline as in tuberculosis. The lesion is a granulo- 
matous one which starts in one place and spreads. It 
is similar to the lesion of tuberculosis but there 
are certain distinguishing features. It is difficult to 
distinguish it from tuberculosis without the aid of 
the microscope. It is rare for the process to extend 
into the cecum, but if it does it is usually confined 
near to the ileocecal valve. Resection is the best 
form of treatment and it must be borne in mind that 
the process may extend into the area where the 
bowel appears normal. Extension of the process with 
the need of subsequent operation sometimes occurs. 

In ulcerative colitis the ulcers are usually low 
enough down in the bowel so that they can be 
seen with the proctoscope and rarely extend into 
the small bowel. Therefore, by proctoscopic examina- 
tion this condition can usually be diagnosed. 

For the treatment of tuberculosis and regional 
ileitis, operation is indicated. For ulcerative colitis 
Dr. Jones had little to offer in the way of specific 
therapy. He called attention to the need of ileostomy 
in certain cases as a life-saving procedure or as a 
means of getting the patient economically established. 

Cancer of the small intestine is rare but should 
be suspected in long-continued diarrhea of un- 
explained origin associated with loss of weight. In 
some instances it is possible to diagnose it by the 
x-ray but not always. 

He completed his address by giving a short de- 
scription of a case of terminal ileitis which in- 
volved both the cecum and twenty cm. of the 
terminal ileum. The question was raised whether 
the first of the cases presented for discussion could 
represent the early stages of so-called regional 
ileitis. It was felt by the pathologist that the 
lesions were not the same and it was also felt 
that it would be unusual for regional ileitis to start 
over such an extensive area. 
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FAULKNER HOSPITAL CLINICAL MEETING 


The next clinical meeting will be held on Thurs- 
day, the fifth of December. In addition to the usual 
clinical pathological conference Dr. Tracy J. Put- 
nam will talk on “Surgical Treatment of Athetosis.” 
(With an illustrative case.) 

All physicians are invited. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


A stated meeting of the Plymouth District Medi- 
cal Society was held at the Moore Hospital, Brock- 
ton, Mass., October 24, 1935. The meeting was called 
to order by the President, Dr. Hanson, at 11:15 A.M. 


Dr. G. A. Moore reported on cases of breast can- 
cer treated at the Moore Hospital, presenting pa- 
tients that had passed the five and ten year period 
without evidence of recurrence. Patients that had 
been followed for five years were divided into two 
main groups. Of those treated by operation alone, 
thirty per cent were living without evidence of re- 
currence and of the group that received postoperative 
radiation forty-three per cent were classified as 
five-year cases. Methods of the early diagnosis of 
cancer of the cervix were discussed and patients pre- 
sented who had survived without evidence of disease 
five and ten years after x-ray and radium treatment. 

Dr. A. L. Duncombe discussed narcolepsy and 
presented a case. The patient, a twenty-one year 
old white Armenian boy, had been well until three 
years ago when he began to have a frequent and 
irresistible desire to sleep. He would fall asleep 
under all circumstances, even while driving his car 
and eating his meals. The sleep was usually of five 
to ten minutes’ duration. The patient awakened re- 
freshed. Two years ago he began to have cataplexy, 
losing all muscle tone and falling to the ground upon 
any emotional excitement, especially laughter. After 
terrifying dreams he likewise would be completely 
paralyzed. These attacks of weakness lasted a rela- 
tively few seconds. Physical examination was en- 
tirely negative as were the routine laboratory exam- 
inations and lumbar puncture. The glucose toler- 
ance was unimpaired. He has been completely re- 
lieved of his symptoms by the use of ephedrine 
sulphate, % grain every three to five hours. The 
importance of differentiating this disease and petit 
mal epilepsy was stressed, since narcolepsy is a dis- 
tinct clinical entity responding symptomatically to 
a stimulating drug, ephedrine sulphate, while 
epilepsy is benefited by sedation. 

Dr. Francis T. Hunter, Assistant Physician at the 
Massachusetts General Hospital, gave an interesting 
talk on “Egyptian Mummification with X-Ray Stud- 
ies of Mummies at the Boston Museum of Fine 
Arts.” Dr. Hunter discussed the methods of mum- 
mification practiced from the earliest times, illus- 
trating his remarks with lantern slides of tombs 
and mummies. Photographs and x-rays of mum- 
mies in the Boston Museum were shown, depicting 
the method of preservation of the dead and patho- 
logical lesions of skeletons. The Edwin Smith papy- 


rus was briefly described and its probable source 
from the writings of Imhotep many centuries earlier 
discussed. Dr. Hunter concluded his talk by citing 
some of the case histories recorded in the papyrus, 
emphasizing the similarity to present methods of 
diagnosis and treatment. 


HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheatre (Shattuck Street Entrance), Tuesday 
evening, December 10, at 8:15 P.M. 


PROGRAM 


Presentation of Cases. 
Types of Syncope: Their Mechanism and Treat- 
ment. By Soma Weiss, M.D. 
Medical students and physicians are cordially in- 
vited to attend. 
MARSHALL N. Futon, M.D., Secretary. 


CARNEY HOSPITAL 


There will be a clinical meeting at the Carney 
Hospital Monday, December 2, at 8:30 P.M. 

Subject: Back Pain—By A. R. MacAusland, M.D. 
Discussion from a neurosurgical point of view— 
W. J. Mixter, M.D.; from a gynecological point of 
view—R. J. Heffernan, M.D.; from a urological point 
of view—Roger Graves, M.D. Physicians and medical 
students invited. 


SOCIETY MBETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, DECEMBER 2, 1935 


Tuesday, December 3— 
2:30 P.M. Pediatric Ward Visit. 
and Ear Infirmary. 
7:45 P.M. Gardner Auditorium, State House, Boston. 
“How Psychiatry Can Aid in Meeting Problems 
of Modern Life.’’ Donald Gregg, M.D. 


Wednesday, December 4— 
412 M. Clinico-Pathological Conference. Children’s 
Hospital. 
*5 P.M. Arthritis Clinic, Robert Breck Brigham Hos- 
pital, 125 Parker Hill Avenue, Boston. 


Thursday, December 5— 


*8:30-9:30 A.M. Clinic, Surgical and Orthopedic Staffs 
= ne Hospital, at the Children’s Hos- 
pital. 

*3:30 P.M. Medical Clinic at the Peter Bent Brigham 
Hospital. 


5 P.M. Faulkner Hospital Clinical Meeting. 


Friday, December 6— 
12 M. Clinical Meeting of the Children’s Medical 
— Ether Dome, Massachusetts General Hos- 
pital. 


Massachusetts Eye 


Saturday, December 7— 
*9 A.M. Boston Dispensary, 25 Bennet Street, Boston. 
Clinic. ‘“Obesity.’’ Professor S. J. Thannhauser. 


*10-12. aes rounds at the Peter Bent Brigham Hos- 
pital. 


*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 


December 2—Clinical meeting at the Carney Hospital. 
See notice above. 


December 4—Arthritis Clinics at the Robert Breck 
Brigham Hospital. 


See page 1055, issue of November 21. 
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December 5—Faulkner Hospital Clinical Meeting. See 
page 1107. 

December 5—Medical Clinic, Peter Bent Brigham Hos- 
pital. See page 1105. 

December 5-7—National Society for the Prevention of 
Blindness. See page 940, issue of November 7. 

December 7, 14, and 21—Boston Dispensary, Clinics by 
Professor S. J. Thannhauser. See page 1105. 

December 10—Harvard Medical Society. See page 1107. 

December 13—William Harvey Society. Beth Israel 
Hospital, 8 P.M. 


DISTRICT MEDICAL SOCIETIES 


ESSEX SOUTH DISTRICT MEDICAL SOCIETY 

December 4—Wednesday. Salem Hospital. Clinic 5 
P.M. Dinner 7 P.M. Speaker: Soma Weiss, M.D. Sub- 
ject: The Interpretation and Management of Clinical Prob- 
lems in Bright’s Disease. ia 

January 8—Wednesday. Danvers State Hospital, Hath- 
orne. Clinic 5 P.M. Dinner 7 P.M. Speaker: Dr. Hos- 
kins. Subject: To be announced later. 

February &—Council Meeting, Boston. 

February 12—Wednesday. Addisor Gilbert Hospital, 
Gasasester Clinic 5 P.M. Dinner 7 P.M. Speaker and 
subject to be announced later. 

March 4—Wednesday. Lynn _ Hospital. 
Dinner 7 P.M. Speaker: Dr. Timothy Leary. 
Arteriosclerosis. 

April 1—Wednesday. Essex Sanatorium, ) i eton. 
Clinic 5 P.M. Dinner 7 P.M. Speaker: Dr. Richard H. 
Overholt of the Lahey Clinic. Subject: Chest Surgery. 

May 7—Thursday. Censors’ Meeting. 

May 13—Wednesday. Annual Meeting. 2 
Club” Dinner at 7 P.M. Speaker: Dr. Paul White. 
ject to be announced later. 

R. E. STONE, M.D., Secretary. 


Clinic 5 P.M. 
Subject: 


Salem Country 
Sub- 


FRANKLIN DISTRICT MEDICAL SOCIETY 


tings are held on the second Tuesday of January, 
serch aoe May at the Weldon Hotel, Greenfield, at 


it A-M. CHARLES MOLINE, M.D., Secretary. 


NORFOLK DISTRICT MEDICAL SOCIETY 
January 28, 1936—Hotel Kenmore at 8 P.M. Dr. Ben- 


dict F. Boland—‘“‘Cauterization of the Cervix Uteri Using 
Various Electrical Methods.’’ Illustrated with lantern 


slides. 

February 25, 1936—Massachusetts Memorial Hospitals 
at 8 P.M. Papers by the staff. 

March 31, 1936—Hotel Kenmore, at 8 P.M. 
to be announced.) 

May, 1936—Annual Meeting. 
to be announced.) 

The censors meet for the examination of candidates: 
May 7, 1936; November 5, 1936. 

FRANK S. CRUICKSHANK, M.D., Secretary. 
1236 Beacon Street, Brookline, Massachusetts. 


(Subject 


(Place, date and subject 


PLYMOUTH DISTRICT MEDICAL SOCIETY 


January 16—Goddard Hospital. Subject and speakers 
to be announced later. 
March 19—Plymouth County Sanatorium, South Han- 
son. 
April 16—Brockton Hospital. 
May 21—Lakeville State Sanatorium. 
G. A. MOORE, M.D., Secretary. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


December 11—Joint Meeting with the New England 
Heart Association at the Boston Medical Library. ‘“Con- 
strictive Disease of the Pericardium,’’ Dr. Charles Sidney 
Burwell. Discussion: Dr. Edward D. Churchill and Dr. 
Paul D. White. 

January 29, 1936—Joint Meeting with the Boston Medi- 
eal Library at 8 Fenway. “Observations Around the 
World,”’ Dr. Walter B. Cannon. 


March 18, 1936—Meeting at the Boston Medical Library. 
“The Laboratory and Clinical Story of Fatigue,’’ Dr. 
Arlie V. Bock and Dr. David B. Dill. Discussion: Dr. 
Donald J. MacPherson and Dr. Augustus Thorndike, Jr. 


April 29, 1936—Annual Meeting at the Boston Medical 
Library. ‘The Treatment of Septicaemia,’’ Dr. Champ 
Lyons. “The Pleurality of Scarlatinal Streptococcus 
Toxin,’’ Dr. Sanford B. Hooker. Discussion: Dr. Hans 
Zinsser. 


The medical profession is cordially invited to attend 
all of these meetings. 


ROBERT L. DeNORMANDIE, M.D., President, 
CHARLES C. LUND, M.D., Secretary, 
FRANCIS T. HUNTER, M.D., 

Boston Medical Library. 


WORCESTER DISTRICT MEDICAL SOCIETY 


December 11—Wednesday evening. St. Vincent Hospi- 
tal, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


January 8, 1936—Wednesday evening. Worcester City 
Hospital, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


February 12, 1936—Wednesday evening. Worcester State 
Hospital, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


March 11, 1936—Wednesday evening. Memorial Hospi- 
tal, Worcester, Mass. Dinner and _ scientific program. 
Subjects of program to be announced later. 


ig 8, 1936—Wednesday evening. Hahnemann Hos- 
pital, Worcester, Mass. Dinner and scientific program. 
Subjects of program to be announced later. 


May 13, 1936—Wednesday afternoon and evening. An- 
nual Meeting of Society. Time, place and details of pro- 
gram to be announced in an April issue of the Journal. 


ERWIN C. MILLER, M.D., Secretary. 


BOOK REVIEW 


Clinical Parasitology and Tropical Medicine. Da- 
maso de Rivas. 367 pp. Philadelphia: Lea & 
Febiger. $5.00. 


The first three chapters in Part I are devoted to 
general concepts which should be helpful to those 
who are beginning the study of parasitology. Sub- 
sequent chapters dealing with clinical and labora- 
tory diagnosis and with treatment contain much 
which is based upon the experience of the authors. 
Some of their views are markedly at variance with 
the opinions of other competent authorities. For 
example, the value of several drugs Which are in 
use for the treatment of amebiasis or for helminthic 
infestations has not been adequately appraised. 
Neither has the importance of examining perfectly 
fresh fecal material for vegetative amebae been 
sufficiently stressed, and the diagnostic value of 
culturing the stools for ameba has not been men- 
tioned. 

Part II “Diseases Caused by Protozoa” and Part 
III “Diseases Caused by Metazoa” are of interest 
especially with regard to the striking results 
claimed by the authors in the treatment of intes- 
tinal infestation by means of their thermal method. 
Part IV deals very briefly with a group of diseases 
caused by well-known bacteria. 

Some of the subsequent chapters which are in- 
cluded in Parts V or VI practically disregard re- 
cent work which has received wide acceptance. The 
use of liver extract which has revolutionized the 
treatment of sprue, for example, is scarcely men- 
tioned. 

The “intraintestinal thermal method,” which the 
authors have used against a variety of intestinal 
parasites over a considerable period of time and in 
large numbers of cases, has given excellent results 
in their hands and has caused no serious ill-effects. 
On the other hand, the experiments of Maurice C. 
Hall and Jacob E. Shillinger (1926) and the work of 
a few subsequent investigators of the subject indi- 
cate that there may be grave danger in the use of 
the method in man. 


